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PREFACE 


The National Rural Health Mission (NRHM) was announced in April 2005 by the United Pro- 
gressive Alliance government, to realize the promises made under the Common Minimum 
Programme regarding rural health and access to primary health care. The NRHM was launched 
with a view ‘to bring about dramatic improvement in the health system and health status of the 
people, especially those who live in the rural areas of the country’. 


The People's Rural Health Watch was taken up by Jan Swasthya Abhiyan following its Right to 
Healthcare Campaign through 2004, and after the launch of the NRHM. Given the objectives 
of the NRHM to improve rural health services, PRHW was viewed as a way of looking at the 
performance of the rur~! public health system, and of analyzing and assessing the issues arising 
out of its implementation. It would be an activity to document and assess what were the areas 
that were getting more attention in the implementation process, whether or not people were 
getting better health services with the introduction and implementation of NRHM, and provide 
some feedback for improvement. 


This People's Rural Health Watch Report brings together the information collected from sur- 
veys in some NRHM high-focus states over 2006-2007, from examining the finances for health 
and other relevant policy documents, and collective experience of JSA members. The survey 
was carried out in MP, UP, Rajasthan, Bihar, Orissa, Jharkhand, and Chhattisgarh. In each state 
the survey has been co-ordinated by the respective state JSAs, and carried out by constituents of 
JSA in selected districts. The survey was conducted on a voluntary basis by workers drawn 
from the constituent organizations of the state JSA network. 


The Christian Medical Association of India (CMAJ), Delhi, was the Secretariat for this activity, 
from where it was coordinated by Joe Varghese and Indira Chakravarthi, with support from the 
following people in the respective states: Dharmendra (Bihar), Sulakshana Nandi (Chhattisgarh), 
Sr Prabha, Asim Roy and Manoranjan (Jharkhand), Gouranga Mahapatra (Orissa), Ajay Khare 
and Amulya Nidhi (Madhya Pradesh), Tejram and Narendra Gupta (Rajasthan), and C.S. Verma 
and Sanjeev Sinha (Uttar Pradesh). 


Needless to say, this Report is the outcome of the work and support of a large number of people. 
We acknowledge the members of the following state JSA organizations for their contribution to 


the state survey. 


Gyan Vigyan Samiti, Nav Jagruti Kendra and CHARM in Bihar. 


an Mazdoor Andolan, Lok Sungathan Sahayog!, 
-Jan Adhikar Sangathan, Sahabhagi, Shaheed Hospital, Amrit Health Center, CGVHA, Adivasi 
Adhikar Samiti, RAHA, Jan Chetna, Jan Vigyan Chetna Manch, Choupal. Jan Swasthya Sahayog, 
Vanvasi Chetna Ashram, and Adivasi Harijan Kalyan Samiti, all in Chhattisgarh. 


Pahari Korwa Mahapanchayat, Chhattisgarh Kis 


CHDP-CMAI, CHABIJ, Samekit Jan Vikas Kendra, Bharat Gyan Vigyan Samiti, and Omana 
Mahila Sanghathan in Jharkhand. 


Adharshila School, Asha Gram Trust, Manav Vikas Pratishthan, SATHI-CEHAT-Indore, Madhya 
Pradesh Vigyan Sabha, Madhya Pradesh Gyan Vigyan Samiti, Shilpi Kendra, Jagrut Adivasi 
Dalit Sanghatan, Jagaran, Narmada Bachao Andolan, Jeevika, Adivasi Dalit Morcha, Jan Sahas, 
Khedut Mazdoor Chetna Sanghathan, Anupama Education Society, Divya Jyothi, Deep Jyothi 
Sanstha, Gram Vikas Samiti, and Samavesh, all in Madhya Pradesh. 


LIFECARE, Vishwa Yuva Kendra, Bharat Gyan Vigyan Samiti, The Humanity, YCDA, Grameen 
Mahila Vikas, Sundar Sevak Samaj, ODISHA, Grameen Mahila Vikas Sakar, and Mahavir Yuvak 
Sangha all in Orissa. 


Bagad Vikas Sanstha, Vikalp Sanstha, Prayas, MRKPS, Jatan, SARD, Bharat Gyan Vigyan 
Samiti, and Vatsalya, all in Rajasthan. 


Bharat Gyan Vigyan Samiti, BRD Grameen Vikas Samiti, Grameen Punarnirman Sansthan, 
Healthwatch, Vatsalya, Shikhar Prashikshan Sansthan, Rajendra Prasad Seva Sanstha, and Jeevan 
Jyoti Samudayik Kendra, all in Uttar Pradesh. 


We use this opportunity to also thank Dr. Rajib DasGupta for his contribution in the initial 
period of the survey. 


An initial draft Report was prepared from the Secretariat by Indira Chakravarthi, and was pre- 
sented at a meeting held in Delhi in March 2008, and also circulated on the JSA network. This 
Report has been prepared after receiving several specific inputs and suggestions from the fol- 


lowing: Abhay Shukla, Anant Phadke, C Sathyamala. V. i 
Sundararaman, and Vijay Aruldas. : Os Use REEEE Beke pega, T 


We acknowledge the support received from the staff sa 
. I of CM 
running the Secretariat for the PRHW. : Al towards the regular activities of 


Finally, we acknowledge the financial su i 
pport received from the D 
vember 2006 - April 2008 for the PRHW activity. Pes aE Re A See Do 
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BACKGROUND — NATIONAL RURAL HEALTH MISSION 


The National Rural Health Mission (NRHM) was announced in April 2005, by the United 
Progressive Alliance government, to realize the promises made under the Common Mini- 
mum Programme regarding rural health and access to primary health care. According to 
the NRHM Framework for Implementation, the NRHM was launched with a view ‘to 
bring about dramatic improvement in the health system and health status of the people, 
especially those who live in the rural areas of the country’. The vision of the Mission is 
to provide effective healthcare to rural population throughout the country, with special 
focus on 18 states, which have weak public health infrastructure’ . 


NRHM —- GOALS AND STRATEGIES 
The goals of the NRHM are: 


- Access to integrated comprehensive primary healthcare. 

- Improve access to rural people to equitable, affordable, accountable, and effec- 
tive primary health care. 

- Universal access to services for women & children; to nutrition, immunization, 
water, sanitation and hygiene. 

- Reduction in IMR-MMR; Prevention and control of communicable and non- 
communicable diseases; Population stabilization, gender and demographic bal- 
ance. 

- Raise public spending on health to 2-3per cent of GDP, with improved arrange- 
ment for community financing and risk pooling. 

- Mainstream AYUSH into the public health system. 


These are to be achieved through such strategies as: 


: Promote access to improved healthcare at household level through female health 
activist - Accredited Social Health Activist (ASHA). ASHA is being hailed as a 
major strategic intervention under the NRHM, and as the means through which 


ging the problems afflicting the public health system 
hore Committee of 1946, and the First Five Year Plan 


The NRHM also comes during a phase of health sector reforms bein 


d by international institutions, suc 


involvement of the private sector through Pu 


‘healthcare services are to be delivered at the doorstep of every village house- 
hold’. 

- Architectural correction of the health system to enable it to effectively handle 
increased allocations, and policies to strengthen public health management and 
service delivery. 


- Effective integration of health concerns through decentralized management at 
district level. 
- Involvement of PRIs — to own, control and manage public health services. 
- Health Plan for each village through village health committee of the panchayat. 
- Strengthening SCs through untied funds to enable local planning and action, and 
more MPWs. 
- Strengthening PHCs-CHCs — upgrading to IPHS. 
- Technical support at all levels for public health management. 
- Promotion of PPPs for achieving public health goals. 
- Regulation of private sector, including RMPs to ensure quality service. 
- Re-orienting medical education to support rural health issues. 
- Risk pooling and social health insurance. 
The detailed Operational Framework for Implementation spells out this vision and ob- 
jectives of the NRHM, and the strategies by which these are to be achieved in the seven 
year period (available on www.mohfw.nic.in). 


Genesis of People’s Rural Health Watch by Jan Swasthya Abhiyan 


Several members of the Jan Swasthya Abhiyan (JSA) were involved in the consultative 
process of drawing up of the NRHM. However, the incorporation of their suggestions 
and recommendations had not been satisfactory. Moreover, there had been no system- 
atic analysis of the previous policies, and no lessons seemed to have been learnt from 
the past. 


The People’s Rural Health Watch was initiated by JSA following its Right to Healthcare 
Campaign, and after the launch of the NRHM. Given the objectives of the NRHM to 
improve rural health services, PRHW was viewed as a way of looking at the perfor- 
mance of the rural public health system, and of analyzing and assessing the issues 
arising out of its implementation. It would be an activity to document and assess which 
were the areas that were getting more attention in the implementation process, whether 
or not people were getting better health services with the introduction and implementa- 
tion of NRHM, and provide some feedback for improvement. 


This was to be done by collecting primary information through surveys, as well as by 
looking at relevant policy documents, and preparing reports based on all this informa- 
tion. These reports were to be widely disseminated and discussed, and would also be 
the basis for mobilization and action at the local level. The information collected was to 


be also used to support monitoring of health services by civil society organizations, and 
‘n the context of the mission. 


to watch for and check possible negative developments | 

The PRHW activity was planned as a two-year activity, between January 2006-2008. 
This Report brings together and analyses the information collected over 2006-2008, 
from surveys carried out in some high-focus states, and from examining of health bud- 
get, and other developments under NRHM, and collective experience of JSA members 
in the states. This Report is based on data received from MP, UP, Bihar, Rajasthan, 
Jharkhand, Orissa, and Chhattisgarh. Some information from Maharashtra and Tamil 
Nadu has also been included. This was collected between October 2007 and February 
2008, in the course of the pilot community monitoring process in some districts in these 


two states. 
The Report is organized in the following sections: 
Section I: Objectives, Process and method of information collection. 


Section II: Salient findings of the field survey and other related developments in 
health sector. 


Section II: Financing and Analysis of budgets 
Section IV: Analysis of findings and discussion 


Section V: Recommendations 


SECTION I 


1.1 Objective 
The objective of the People’s Rural Health Watch (PRHW) survey was: 


To collect information on the status of the public health infrastructure in the rural areas, and the 
changes taking place therein. Given the context of the NRHM the objective was also to identify, 
document and analyze the impact of the NRHM on health services. 


The expected outcome from this was: 


(i) | asystemic picture of the evolving structure and status of the public health infrastructure in 
the selected districts; 


(ii) analysis of the state of the public health infrastructure, as well as the programmes and 
policies relating to delivery of health care services, in the rural areas; 


(iii) analysis of the process of implementation of the NRHM, and its impact upon the existing 
health infrastructure. 


(iv) some lessons and directions to move towards a system of community/people’s 
monitoring of healthcare services. 


Based on these JSA-PRHW aimed to provide policy suggestions and alternatives, with a view 
to support the strengthening of the rural public health system. 


1.2 Process of information collection and analysis 


The survey was initiated in few NRHM high-focus states — MP, UP, Rajasthan, Bihar, Orissa, 
Jharkhand, and Chhattisgarh. In each state the survey has been co-ordinated by the respective 
state JSAs, and carried out by constituents of JSA in selected districts. There were two rounds 
of information collection, between the months of September 2006 — January 2007, and between 
September-December 2007 (except in Bihar where there has been one round in 2006). 


The survey was designed to basically provide qualitative information about the areas relevant 
to the rural health services — it was not intended to be quantitative or statistically representative. 
Questionnaires were developed to cover the areas relevant to rural health services — namely for 
CHC-PHC-SC and experience of patients, and of the community. The questionnaires have been 
designed bearing in mind comprehensive primary health services that should be available at 
these health centres. Apart from the three levels of rural health services, ASHAs were included 
in the survey, as ASHA is being projected as a major strategic intervention under the NRHM. A 
questionnaire to collect some information abort the Janani Suraksha Yojana (JSY) was included 
in the second round in 2007, in view of the field experiences regarding this scheme. 


i 


People's Rural Health Watch : Yan Swasthya Abhiyan - June 2008 | 


Se en 
Given that these are the basic components of the rural health system across the country, the 
same questionnaire for each level has been used in all the states, to provide a standardized 
framework to elicit information and guide the observations. Primary information has thus been 
collected through observations and interviews with staff, patients and community. 


A set of seven questionnaires was used, covering the following components of rural health 
Services: 


Questionnaire 1: for collecting information on the ASHA programme, by interviewing the 
concerned ASHA. 


Questionnaire 2: for collecting information about the sub-center, by observations of the sub- 
centre, and interviewing the concerned ANM. 


Questionnaire 3: for collecting information about the Primary Health Centre (PHC), by 
observation of certain features, and interviewing the Medical Officer-in-charge. 


Questionnaire 4: for collecting information about the Community Health Centre (CHC), by 
observation of certain features, and interviewing the Medical Officer-in-charge. 


Questionnaire 5: for collecting information from out-patients at PHC/CHC, about the services, 
and their experience. 


Questionnaire 6: for collecting information from the village community about formation of 
VHSCs and health plans, and about the health services. 


Questionnaire 7: for collecting information from women regarding JSY 


There has been a purposive sampling of districts/villages and institutions for the survey — namely 
selection of districts within states has been based solely on willingness and ability of the local 
organisation/partner to undertake the survey in the concerned district. At least two blocks in the 
selected districts and at least two villages in each block were to be surveyed. In each block one 
community health centre (CHC), one primary health centre (PHC) under this CHC, and two 
sub-centers (SC) under this PHC were to be surveyed; at least two ASHAs in the selected 
villages were to be interviewed, and a village discussion was to be conducted 


The survey has been conducted by workers drawn from the constituent organizations of the 
state JSA network ona voluntary basis. An orientation and training workshop was held for these 
worker-investigators. In this workshop information was disseminated on the structure of the 
rural health services, the changes taking place in the health services, and the components and 
operationalization of the NRHM. The survey process was also discussed, specifically the 
questionnaires that were to be used for the survey. 


A large amount of information, regarding location and accessibility of the healthcare institutions, 
condition of buildings, availability of infrastructure, of personnel, of services, and medicines, 
charges for various services, etc., had been collected from these surveys. 


The data from the first round conducted between Septernber-December 2006, from Bihar, MP 
UP, Rajasthan, and Jharkhand, were compiled in simple Excel spreadsheets, and analysed together 
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at CMAI, Delhi by the co-ordinators. The data from the second round was compiled and analysed 
by the respective state JSAs. Due to practical limitations the survey could not be carried out in 
Bihar in 2007. Hence the 2007 information is representative of the status in MP, UP, Jharkhand 
and Rajasthan. The data from Chhattisgarh and Orissa were analysed by the respective state 
after both the rounds; and their findings have been incorporated in this Report with the findings 
from the rest. While the state-reports carry the detailed state-specific data and findings, in the 
following sections only some significant findings indicative of trends in the NRHM are being 
presented. Due to variations in the quality and analysis of the data collected, and hence lack of 


satisfactory information on all the parameters covered by the questionnaires, the presentation of 
the findings from the states is not uniform. 


The 2006-07 People’s Rural Healthwatch Report of JSA Chhattisgarh covered several issues of 
concern in that state. It included findings from the survey, and technical inputs and contributions 
had been made by Shaheed Hospital, CGVHA, Jan Swasthya Sahayog and Right to Food 
campaign. This Report Status of Health and Healthcare in Chhattisgarh is available on www.phm- 


india.org. The 2007-08 survey focused on assessing community access to specific healthcare 
services. 


1.3 The total number of ASHAs, CHC-PHC-SCs, patients and villages surveyed are as 
follows: 


CHCs | Patients| Village 
discussion 
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The following districts were covered in the respective states: 


Bihar: Araria, Banka, Darbhanga, Gaya, Jamui, Jehanabad, Kaimur, Madhepura, Navada, Patna, 
Rohtas (13 blocks) 


Chhattisgarh: Surguja, Kanker, Durg, Dhamtari, Koriya, Raigarh, Bastar, Janjgir Champa, 
Raipur, Jashpur, Bilaspur, Bijapur, Dantewada (27 Blocks). 


Jharkhand: Dumka, Gumla, Hazaribagh, Khunti, Koderma, Latehar, Lohardaga, Naomundi, 
Saraikela-Kharsavan, Simdega, Ranchi. 


Madhya Pradesh: Badwani, Balaghat, Betul, Bhind, Bhopal, Chhindwara, Dhar, Dindori, 
Jhabua, Mandla, Raisen, Satna, Sehore, Seoni, Shahdol, Sidhi, Harda, Khargone, Dewas, Indore 
(20 blocks). 


Orissa: Angul, Bargarh, Bolangir, Boudh, Cuttack, Deogarh, Ganjam, Khurda, Mayurbhanj, 
Sundargarh, Jharsuguda, Kendrapara, Kalahandi, Jajpur (10 blocks). 


Rajasthan: Banswara, Barmer, Chhittorgarh, Jhunjhunu, Rajasamand, Sirohi, Baran, Jaipur (5 
blocks). 


Uttar Pradesh: Azamgarh, Barabanki, Gorakhpur, Lucknow, Mirzapur, Rai Bareilly, Sant Kabir 
Nagar, Sitapur (10 blocks). 


In addition in 2007 women were interviewed for JSY functioning, as follows: 


Jharkhand 59 
Madhya Pradesh _ : 44 
Rajasthan ; 50 


Districts in Maharashtra where community monitoring was taking place: Amaravati, Nandurbar, 
Thane, Osmanabad, and Pune. 


Districts in Tamil Nadu where community monitoring was taking place: Dharmapuri, 
Kanyakumari, Perambalur, Thiruvallur, and Vellore. 


i 
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SECTION Il 


FINDINGS FROM STATE SURVEYS 


FINDINGS REGARDING THE ASHA PROGRAMME 


One of the key components of the National Rural Health Mission is the creation of a new band 
of community-based functionaries in every village in the country named ASHA or Accredited 
Social Health Activist. The ASHA is to be a health activist and mobilize the community towards 
local health planning and increased utilization and accountability of the existing health services. 
Selected from the village itself and accountable to it, the ASHA will be trained to work as an 
interface between the community and the public health system. Some of the key components of 
ASHA programme as laid down in the official ASHA documents are: 


° ASHA must primarily be a woman resident of the village — married/ widowed/ divorced, 
preferably in the age group of 25 to 45 years. 

e She should be a literate woman with formal education up to class eight. This may be 
relaxed only if no suitable person with this qualification is available. 

e ASHA will be chosen through a rigorous process of selection involving various 


community groups, self-help groups, Anganwadi Institutions, the Block Nodal officer, 
District Nodal officer, the Village Health Committee and the Gram Sabha. 

° Capacity building of ASHA is being seen as a continuous process. ASHA will have to 
undergo series of training episodes to acquire the necessary knowledge, skills and 
confidence for performing her spelled out roles. 

e The ASHAs will receive performance-based incentives for promoting universal 
immunization, referral and escort services for Reproductive & Child Health (RCH) and 
other healthcare programmes, and construction of household toilets. 

° Empowered with knowledge and a drug-kit to deliver first-contact healthcare, every 
ASHA is expected to be a fountainhead of community participation in public health 
programmes in her village. 


In Chhattisgarh the Mitanin (woman community health workers) programme was started before 
the launch of the NRHM, in January 2003. The Mitanins are recognized as ASHAs now under 
the NRHM. The programme is therefore at a more advanced stage than the ASHA programme 
in the rest of the states. The structure is also different..In order to train and support the Mitanin 
at the hamlet level, there is one Trainer for every 20 Mitanins. There are also three District 
Resource Persons (DRPs) per block. In Jharkhand the ASHA is known as Sahiyya. 


Findings regarding selection criteria and selection process 
Educational Level , Marital status and Age Distribution of ASHAs 
In the 2006 survey, we found that 94.5 per cent of the women selected as ASHAs were 8" pass; 


85% were within 35 years of age, and nearly 100 % were married women (202 responses). A 
similar trend was observed in the case of mitanins in Chhattisgarh. 
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In Jharkhand, in 2007, a total of 55 villages were visited for SAHIYYA photons: In 9 7 
these villages, in Ranchi, Lohardaga and Simdega, sahiyyas had not been selected at t ae Oo 
this survey. While Ranchi was in the first phase of the Sahiyya programme, we found t tt ere 
still are blocks in this district where sahtyyas had not been selected. Most of them wer in the 
20-30 age group, and few in the 31-40 group; almost all were married women, and 76% of the 
selected women were 8" pass (35 out of 46), of which several had studied upto matric. 


In MP in the 2007 survey 39 out of the 41 responses were 8" pass (95%); and 55% were in the 
20-30 age group. In the tribal dominant Tamia block of Chhindwara, there are 169 villages; and 
113 ASHAs had been selected so far. In 23 villages in 6 districts of Western MP, it was found 
that ASHAs had not been selected in 8 villages; of the remaining 15 one ASHA lived in a village 
away from the one where she had been selected. 


Selection Process (from 2006 survey) 


A. (ASHA’s description) 194 responses 


a Sahayogini in Anganwadi (Rajasthan) 5 
# By ANM/AWW/Bal Vikas Pariyojana/ 

PHC/MO/CDPO/BMO 49 (25 %) 
a Selected by Panchayat/Pradhan/Mukhiya 55 (28 %) 
= Application in Gram Panchayat 18(9 %) 


(a few were even ‘interviewed’) 


B In Village Meeting/Gaon Sabha 14(7 %) 
(however, some selected by Village Leaders & ANM in Sabha) 


B By NGO/Mahila Samiti/‘ordered’ by organization 3 


B. Venue of meeting (196 responses) 


No meeting 67 (34%) 
0 
Gaon Sabha ; 
16 (8%) 
Some meeting 
91 (46%) 


Se 
, , 
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In Anganwadi/HC 23 


In School 11 


Gram Panchayat met 
(in Panchayat Office) 38, 


It is seen that in 67 % of the selections the guidelines do not appear to have been followed — 
namely through facilitators and village meetings, and informing the community about NRHM 
and ASHA. In just 8 % of the selections, village meetings had been held. In the remaining 
either no meeting had been held to inform the village community about ASHAs, or the meeting 
was held either in the anganwadi or health centre or panchayat office, or school. Some were 
informed by village leaders & ANM in such meetings that they had been selected as ASHA. 


The selections have been largely by some official functionary such as ANM or anganwadi 
worker or of bal vikas pariyojana, or the PHC/MO/CDPO/BMO, or by the village mukhiya. 
Several women reported submitting application in gram panchayat, and few were even 
‘interviewed’. Less than a handful reported being selected by an NGO/mahila samiti. 


In Chhattisgarh 53% of the Mitanins (in the 2006 survey) said that they were selected during a 
village meeting. The Trainer or the District Resource Person facilitated the meetings. All the 
Mitanins interviewed said that they had not been pressurized into being a Mitanin, and nor had 
anyone asked for bribes. 


In Orissa during both the rounds 85% of the ASHAs reported that a meeting had been held prior 
to their selection, mostly in panchayat office or in schools; role and responsibility of the ASHA 
had been discussed, and a list of women made. ASHAs were selected by involving self-help 
groups, ANMs and AWWs, sarpanch and MOs. 


In 2007 in MP, 55% (19 out of 34 responses) reported that gaon sabha was held, while in the 
remaining cases, a meeting had been held mostly in the Panchayat office. During the survey in 
MP it was found that the information given about ASHA was ‘that like the Anganwadi worker 
ASHA would also become a permanent worker’. Hence, there was an attempt by the Sarpanch 
or other influential people to select women known to them as ASHAs. In Guna, it has been 
reported that there were attempts to not to select ASHAs in those villages where there was an 
Anganwadi. In Chhindwara, the central role of the department of Women and Child Development 
in ASHA selection led to the selection of women favoured by the Anganwadi worker. Such 
ASHAs work as Assistants to the Anganwadi worker. For instance: the ASHA shares with the 
Anganwadi Supervisor Rs. 50 — 100 from the amount that she receives for motivation under 
JSY. Or the ASHA ‘gives’ one case under JSY to the Supervisor after attending to 2-3 cases. Of 
the 14 ASHA respondents in the six districts of western MP’, 8 had been selected either by the 
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been selected by the Health Centre. While one ASHA 


e was selected, one reported that she had been selected 
cation. In UP most of the 


le of panchayat in ASHA 


Sarpanch or the Secretary, while 3 had 
reported that she was not aware of how sh 3 
in the Gram Sabha. Of these 14 ASHAs 8 said that they gave an appli 


ASHAs had been selected by the health department, for instance ro 
selection was seen in only 28 % of the selections. 


In UP also there was a perception that ASHA would become a regular functionary in due course 
oftime. In Rajasthan the government has decided to appoint the anganwadi assistant (sahayogini) 
as ASHA. and to select ASHAs in those villages where there is no sahayogini. 


In Jharkhand some community process appears to have taken place in more than half the selections 
- such as involvement of gram sabha or of mahila mandal or village health society (33 out of 44 
responses). Only a small number reported being selected by the health department or some 
influential member of the village. Further, in majority of the selections the women did not have 
to go through any procedures/ formalities for selection (such as submitting mark sheets, 
application form). 


ASHA Training 


Some negative trends regarding ASHA selection have been reported from 
Maharashtra. Namely that: 


- ASHA selection had been largely arbitrary and non transparent. In one district 
ASHAs had been appointed by Zilla Parishad. 

- Process of selection was influenced by political interference and biases of 
health functionaries. 

- Role of Gram Sabha in selection process was non-existent. 

- Ina few places selection took place around six months ago (around mid- 
2007), however, training of selected ASHAs had not taken place, which had 

resulted in significant rate of drop out. 


* Badwani, Dhar, Dewas. Jhabua, Khargone, Indcre 
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ASHA Training 


During the 2006 survey 90 % of the ASHAs reported that they had undergone one round of 
training. The number of days of training varied from 1-7 days, and was conducted mostly in the 
district hospital. One ASHA from Mirzapur, UP, reported that the training took place in the 


CHC for 4 days; however, they were instructed that when queried they should say that it was for 
8 days. 


In 2006 70 % and in 2007 80 % of the ASHAs in Orissa reported that they had received training. 
These trainings were conducted at PHCs, and 64 % reported that it was non-residential. 


However, most ASHAs had not received any practical training. Rather they have been given 
lectures (like classroom) about hygiene, sanitation, care during pregnancy and ANC, JSY, care 
of children, immunization, pulse polio, treatment for TB, getting deliveries done in hospitals, 
benefits of government programmes, sterilization methods (mala-D, copper-T), and such IEC- 
kind of information, rather than focussing on specific skills and information. One ASHA said 
that they were told that they had to act as a bridge between public and health centre; and also as 
a health worker. One ASHA said that ‘the training was very good, but I cannot tell anything 
about it’. 


One ASHA from Bihar said that they were told that under JSY only BPL women would get 
benefits, and only for two deliveries. According to one ASHA from Satna, MP, they were told 
that ‘no delivery should take place at home, vaccination and polio drops are must’. According 
to one ASHA from UP they were told that they were told to work with ANM and anganwadi 
worker, to give vaccination to women and children’. 


70 % of the ASHAs had also not received any drug kit. Most of them had received copies/ 
books. 


Of the 113 ASHAs selected in Tamia block of Chhindwara district, MP, 32 have had one round 
of training and 20 have received two rounds: the rest have not received any training. In UP 8 out 
of the 32 ASHAs reported that they began working before their training had taken place. 


In Jharkhand more than half the sahiyyas reported having received training (30 out of 44 
responses); however the training had been for only between 1-3 days. Some who reported 
working since 2006 said that they had not received any training at all. Regarding allowances 
during training — about half of those who had received training reported receiving some money 
during training. The amounts received varied from Rs 20 to Rs 270. The Jharkhand government 
planned to select 50,000 sahiyyas by March 2008 and to train them in all 7 modules within a 
year, by 2008-2009. 
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| ASHA Programme - Training of trainers and of ASHAs: 
Experience from Badwani, MP 


In MP the state-level Training of Trainers (TOT) for the ASHA programme took place 
between 6-8" March 2006 at the State Health Resource Centre, Gwalior. From Badwani 
the District Training Officer, NGO member, Block Extension Educator, sister tutor, 
gynaecologist, PRI members and AYUSH doctor had to be present at this training programme. 
However, only the NGO member and sister tutor were present. In the three day programme 
participants from the different districts were asked to stand up and read out from Book 1 
and Book 2 respectively of the ASHA manual. This was followed by a round of explanation, 
discussion and some power point presentations. The point was emphasized that the 
participants would have to adopt these same methods at the district level training. Overall, 
the training was rather insipid, and failed to generate any enthusiasm among the trainers. A 
second round was held between 16-18" May 2006 at Gwalior for training on Books 3 and 
4. A one-day meeting was organized by the health department on 25" March 2006 at 
Badwani for district level trainers, which was attended by two persons only. This gives an 
idea of the seriousness with which this programme was viewed by the district level trainers’ 
team. The entire training team did not participate in the training at the block level; the 
AYUSH doctor, sister tutor and NGO member had to shoulder the entire responsibility of 
the training. The training of the ASHAs took place between 1-7 May 2006 at Thikri and 
between 8-14" May at Rajpur. At Thikri the training took place in a school. In order to 
meet the targets quickly, nearly 60 women were made to sit in each room that could 
accommodate only 30 people. The women were made to stand up and read out from the 
book, and this was followed by some lectures and explanations on the board. No 
arrangements had been made for the ASHAs to stay, and so the women commuted daily 
from their homes. Further, the trainers would leave for lunch to a place that was about 12 
kms away, and therefore, lunch took up nearly 2-1/2 hours. Due to these reasons, the 
training effectively took place for not more than 4 hours, between 11.00 AM and 3 or 4 PM, 
with the 2-hour lunch break. At Rajpur the women were made to sit on the floor, while the 
‘ijt = ma puiaspaie o were similar to that at Thikri — no arrangements 

; ? y trom Badwani, which was 40 kms away. In Pansemal 
| block the trainers traveled 100 kms daily to reach the training venue. 


much of the time by both, ASHAs and the trainers, was spent on traveli 
venue of training. 


Thus, in all cases 
ng to and from the 


From the NGO member 


. —____] 
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Work done so far in the village 


In the 2006 survey 25% of the respondents said that they were not doing anything in the village. 
65 % said that they did one or more of the following: survey of pregnant women for ANC, and 
motivating for institutional delivery (JSY), and for sterilization; taking them to sub-centre, for 
camps, health-melas, advising on care; survey of children for immunization, weighing them, 
and distribution of nutritious food, pulse polio immunization, accompanying ANM, weighing 
children in anganwadi, getting them together for immunization when ANM visits village. Only 


4 ASHAs mentioned about distribution of medicines, like chloroquin, for TB, spraying bleaching 
powder. 


67% of the Mitanins said that they undertook home visits; 63% of the Mitanins conducted 
meetings in their village. 70% of the Mitanins said that villagers came to them for help, especially 
to take medicines. 73% of the Mitanins helped in immunization and 50% helped in the ICDS 
center. As mentioned earlier, 86% of the Mitanins had drug kits. 


In MP during the 2007 survey ASHAs reported doing the same kind of tasks as mentioned 
above, namely - immunization, sending women for delivery, giving information, as well as 
organizing health melas, FP camps, and women’s meetings. Interestingly, in this round 67 % of 
the respondents reported distributing medicines from drug kits. (However, the contents of the 
kit were not ascertained). In UP the ASHAs reported that they were involved in maintaining the 
village health register, in SIFPSA survey for which they were paid Rs 300, in pulse polio for 
which they were paid Rs 50 per day, apart from working for JSY and immunization. In Agra 
district ASHAs were distributing vouchers under the SIFPSA voucher scheme for accessing 
RCH related services in accredited private hospitals (See p51 for SIFPSA). 


Receive instructions from some health functionary - AN M/ health worker/AWW/ trainer 


In 2006 while 24 % reported either that no work had been assigned or they did not 
receive any instructions, 67 % reported that they received some instructions from health 
functionaries. In Chhattisgarh they received instructions/guidance from the mitanin trainer or 
district resource person. When asked about whether they have to work with ANM 55 % (95 out 
of 170 responses in 2006) reported that they have to. When asked whether any place had been 
assigned to them in the village — 33% reported that they go to the anganwadi or have to be with 
the ANM in the sub-centre when she comes. In UP, for instance, 18 out of the 32 ASHAs (56%) 
reported receiving instructions from ANM, and 10 from either AWW or MO (2007). In Orissa 
too during both the rounds, 70 % reported either working with the ANM, or receiving instructions 
from ANM or AWW; few ASHAs reported receiving instructions from MO or Block Extension 


Educator. 
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Some of the replies of the ASHAs when asked about work done were as follows. 


va list of 1000 people. After that 
d submitted that in 


‘After becoming ASHA I did a survey and made 
I made the list of pregnant women and children from 0-1 year, ant 
government hospital, and also did some work regarding TB patients . 


ren, information regarding 


* “Immunization of children, pulse polio drops, weighing child 
to adopt 


care of pregnant women - motivate them to take tetanus vaccine, hospital delivery, 
FP, etc’. 


‘After training we took pregnant women to the hospital for regular check up, given them 
iron tablets, regular check-up for children’s vaccination. I enjoyed working with them’. 


‘I work with pregnant women and teach them about good health, also tell them how to take 
care of their food and health’. 


‘Home visits to give polio drops to 0-5 year olds; weighing children; nutritious food for 
pregnant women; iron tablets for 11-18 year olds; about FP’. 


‘Proper examination of pregnant women, immunization for children, and discussion among 
men and women about different diseases and hygiene’. 


‘To explain to pregnant women, about care of young children; survey 10 houses everyday; 
check weight of pregnant women’. 


oe ie in immunization camp; taken 2 pregnant women for TT; given IFA; immunised 1 
child’. 


Drug Kit with ASHA 


In 2006 survey 70 % did not have drug kits. Those who had said yes to drug kit had either: only 
TB medicine; or delivery kit + chloroquin; or ORS+condoms: only some had rfibdicines for 
fever, vomiting, loose motion, chlorine tablets. A handful mentioned about distribution of 
medicines, like chloroquin, for TB, spraying bleaching powder (work done by MPW/ANM) 


eee = amet of the mitanins reported having a drug kit. Most of these drugs were 
Ing distributed quickly, unlike the earlier situation when dru istri 

. gs were not distributed and simp] 
expired with the Depot Holders. However, the drug kits are not being refilled mgt oe 


promised in the scheme; there were f; 
mitenin drug kit. requent shortages of chloroquin and IFA in the 


a a | 
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As mentioned earlier, in the 2007 survey in MP 67% of the respondents said that they had a drug 
kit (‘dawa peti’). 


Received any money so far for work done 


In 2006 it was found that 75% of the ASHAs who had started working had not received any 
money as remuneration for work, or as the stipulated incentives. 


In Orissa in 2007 only 56 % of the ASHAs reported receiving their money, either from ANM, or 
MO, or BEE. In MP, in the 2007 survey, it was found that most of the ASHAs did not have 
proper information about their monetary entitlements, especially that for transport under JSY. 
Many ASHAs reported receiving monetary incentives under JSY and for immunization and 
pulse polio. Of the 43 ASHAs interviewed in 2007 few had received more than Rs. 2000 (4%), 
while a majority had received between Rs.500-1 000 (60%). 23% had not received any money at 
all. Similarly, among 10 ASHAs in the western MP districts, only 4 had received money, and the 
amount varied from Rs 350-600. In UP only 4 out of 32 respondents reported receiving some 
incentives. 


To receive this cash the ASHAs had to travel 2-3 times to the CHCs and spend nearly Rs.50 
each time on travel. At times the staff deducted some amount from the ASHA’s entitlement. 


In Chhattisgarh the situation with respect to Mitanins actually receiving their incentives was far 
from satisfactory. For assisting in the immunization days over the previous 36 months (namely 
between 2005 and 2007), most Mitanins had received incentives for only 12 months. Similarly, 
under JSY too nearly half the Mitanins surveyed reported that they had not received the incentives. 
Regarding the incentives for bringing couples for sterilization operations, the national guideline 
has now included the ANMs or other service providers amongst those eligible for receiving the 
incentive. This has had adverse consequences for a state like Chhattisgarh which has an active 
ASHA programme. Now, despite putting in the effort of motivating the couples, a lot of Mitanins 
are losing for their well deserved incentive money to ANMs. 


Problems faced by ASHAs while working 


While a large number of ASHAs / Mitanins / Sahiyyas are motivated and enthusiastic about 
their work, and said that they liked it, however, many reported several kinds of problems that 
they face. 


In Jharkhand, while few of the sahiyyas said they had no problems, a large number reported 
problems of lack of training, lack of payment for work, problems in traveling around, and 


resistance from villagers to what they told them. 
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not receiving much cooperation from the villagers. 


| . =a 
The other problems were : need for training, not getting payments on time, have ” ris =o 
get the payment, problems in transporting pregnant women from the village to the my aad 
getting medicines on time, and some ASHAs having to cater to a population of almost : 


In MP, a large number of ASHAs reported 


Further, in MP, ASHAs are in conflict with Anganwadi workers and Dais over the JSY programme. 
The motivation for institutional delivery has affected the work of the Dais, and they have held 
protest meetings in Bhopal on this issue. Prior to the ASHA programme, the incentive under 
JSY was given to the Anganwadi worker. Now, the latter feels that the ASHA has encroached 
upon her rights. She does not give information to the ASHA regarding the pregnant women in 
the village, and she herself takes the pregnant women for delivery. 


Some of the Problems mentioned by ASHA are as follows: 


From ASHA, district Barmer Rajasthan: 


l. Taunted by villagers — that I have no work and so roam around from house to house. 
2. There is no money, so why roam around. 
3. The Sub-centre is very far and it is difficult to communicate with ANM. 


From another ASHA, district Barmer Rajasthan: 
h. Casteism and untouchablility, no cooperation from AWW, does not allow her to sit in 
the Aanganwadi. 


ASHA from Badwani, MP 


i. Nurses do not come to the village. 
rs No cooperation from villagers. 
FS AWW does not allow us to take pregnant women to hospital; she keeps the money 


given for the home delivery. 


Sahiyya from Lohardaga district, Jharkhand 
1. Women do not want to go to the hospital 


ASHA from Rohtas, Bihar 


l. Problems in traveling to PHC 
pa Lack of all medicines 
3. Problems during survey of pregnant women — people ask whether we will do only 


surveys or will we give any money at all. 


ASHA from Jahanabad, Bihar 


iy Family members feel that this is not a useful job since we do not get any money 
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2. People in the village tease us — that we are becoming “Memsaheb”, and that we will 
earn a lot of money. 


_ASHA from Gorakhpur, UP 


is No attention was given to a letter she gave to the DM regarding demand for bribe from 
her. 


An ASHA from Bolangir, Orissa, reported that people wanted medicines from her but she did 
not have these. 


“We get scolded by our family members. We leave our household work and go out for this 
work. There is no payment for this work”. Sahiyya — Angara Block, Ranchi. 


“Complete information has not been given in the village regarding the work of sahiyya. There 
has been talk of only signs and treatment of malaria”. Sahiyya, Basiya Block, Gumla. 


“People do not believe us. We have to repeatedly tell the information”. Sahiyya, Balumath 
Block, Latehar. 


Similarly, mitanins also said that they have to leave their domestic work and go for work; that 
there was no payment for their work and family members did not like their going out. Several 
said that they faced problems in going alone from place to place. The problems faced by them 
when they take women to health centres for delivery, and in getting their incentive money is 
described later in the section on Janani Suraksha Yojana. 


Che report of the Common Review Mission (CRM) on Chhattisgarh’ observes that ‘the mitanin 
programme in some areas was facing lack of co-operation from the health department 
functionaries’. 


ee nnn EE 


3 In November 2007 the Ministry of Health & Family Welfare carried out a Common Review Mission as 
part of the mandate of review and concurrent evaluation of the NRHM. The review mission was made 
up of central and state government health officials and public health experts, and was conducted in 13 
states. Two districts in each state were covered during this Review. The Report of this Mission is 
available on www.mohfw.nic.in. 
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Given here are a couple of cases that illustrate the experiences, OF rather travails, sit 
generally by ASHAs, in the course of their prime activity of taking pregnant women for 


delivery. 


ASHA, Badwani Dt, MP 


In 2006 this woman, on being told by the nurse from the health department, applied to the 
district hospital with assistance from her husband, for becoming an ASHA. In two rounds 
of training at Badwani she received three books and some medicines, with instructions 
regarding their distribution, as well as regarding work to be done in the village. She was 
told that she would receive Rs 600 upon taking pregnant women to the hospital. She started 
facing several problems when she started doing this work. Such as: paying from her pocket 
for the transport from the village to the hospital, purchasing the medicines, and paying Rs 
200 as inam to the nurse and dai. In case she did not pay the inam, it was deducted from the 
incentive amount due to her. The woman who delivered had not received the Rs 1400 due 
to her. There has been no response to the complaints made to the MO. 


Another ASHA from the same district complained that on one hand they were not receiving 
any wages; on the other, they did not get their complete dues even after working hard. 
According to her ‘the nursebai (ANM) does not visit the village. On taking operation cases 
she asks the ASHA to give her half of the incentive amount. ‘We (ASHAs) have to pay her 
to get the stitches removed in women who go to camps for sterilization. She fights with us 
if we refuse to pay’. This ASHA narrated a case where they had to negotiate with the ANM 
to do the job. 


Discussion on the ASHA programme 


In November 2005, soon after the launch of the NRHM, JSA had expressed several concerns 
regarding the conceptualization of the ASHA programme, and specifically about the educational 
requirement of class 8" pass, about lack of adequate compensation, about whether her role 
would be that ofan ‘activist’ or an ‘appendage’ to ANM, and about influence of RCH programme 
on her functioning (see Action Alert on NRHM by JSA in Annexure 1). a 


The findings of the implementation of the A 


SHA programme a 
and questions to be valid. sia re proving many of those concerns 


( i) the selection of the ASHAs indicates that the educational criterion (8" pass) is probabl 
rigidly being adhered to — nearly 100 per cent of the ASHAs are 8" pass, married women This 
could be an indication that the selection Process is such that only women with this ‘educational 


/ 
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qualification’ are being considered, and selected, to function as ASHA. The age distribution of 
the selected ASHAs also is indicative of such a trend. That this is so is indicated by the MP 
CRM Report — the reason given for non-selection of the target number of ASHAs was that they 
were not able to get sufficient number of ASHAs with 8" pass qualification. Although there is a 
provision for relaxation of this qualification, it seems that they are not fully aware of this 
relaxation. According to a worker of an NGO involved in the sahiyya programme in Jharkhand, 
they tried to select educated women who were active at the village-level. However, she also 
mentioned that even such women found it difficult to work outside the village (such as in 
talking to staff in the PHCs). The young age could be a disadvantage — as the Orissa CRM report 
points out - ‘the few ASHAs we came across during our visit are too young to be confident and 
effective in dealing with more grown up and mature women. It would be desirable to select 
ASHAs who are middle aged’. 


Further, very few village-level meetings have been held to have an informed, consultative 
selection process; most of the ASHAs are being selected largely by the ANM/AW\W,, or village 
leaders. 


The CRM reports of both UP and Bihar note the fact of lack of social mobilization, of consultative 
processes and of community involvement in the ASHA selection process. The UP report says 
that ‘in most cases health department functionary in consultation with pradhan has selected’. 
The Bihar report observes that selection has been based on a letter from the DM selected through 
mukhiya, with help of ANM. 


The question is: Why is it that women are being asked to give ‘applications’ to the panchayat, in 
some cases with their school mark-sheets and caste certificates? Whom will the ASHAs so 
selected be accountable to? The question also arises: what is happening to the money that 1s 
being allocated for the ASHA selection process (About Rs 55,000 per block (for a unit of 100 
ASHAs), for facilitators’ visit and village meeting expenses). If the ASHA is not chosen through 
a transparent and consultative process, known to all villagers, and if there are no mechanisms to 
ensure her accountability to the villagers, then the ASHA will not be able to strengthen community 
ownership and control. The ASHA may also not get much co-operation from the village 

community if such a process has not taken place. This lack of co-operation has been reported 
by some ASHAs. 


(ii) Training seems to be far from satisfactory, in terms of both, quality and quantity. ASHAs 
have either not received training for the scheduled number of days, or have received only one 
round so far. We find that the ASHAs are largely being given lectures, by health department 
staff in many places. The content of the training has been around hygiene and prevention of 
diseases, about care during pregnancy, immunization, and beng trained for JSY-related work, 
such as motivating women for ANCs and for institutional delivery, conducting surveys of pregnant 
women end of children for immunization. Women selected as ASHAs have not attended the 
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training and/or are simply not doing anything at the village level. In Jharkhand 04 of the 
ANMs reported that they were not working with the sahiyya; either there was no sahiyya, OF as 
one ANM said the sahiyyas were not fully trained, or the sahiyya had not started working as yet. 


ps in ASHA training. Interestingly, in Bihar the 
second phase of training has been outsourced to Public Health Engineering Department, which 
has a training centre and a network of NGOs for the Total Sanitation Campaign. The ASHA 
training was to be conducted by Bihar State Water and Sanitation Mission & SIHFW, through 
the NGO network involved in Total Sanitation Campaign. It is curious that while there are 
many NGOs in the country with long experience of training of community based health workers, 
the government has chosen to ‘outsource’ such an important aspect of the ASHA programme to 
organizations that are not connected with such health activities. 


The CRM for Bihar observes that there are ga 


The larger question that arises from al these developments is: is it possible for ASHA to play 
any meaningful role in community mobilization, without receiving proper orientation and 
training? As already pointed out in the Action Alert, adequate and more substantial training of 
ASHAs is needed to equip them for their reasonably demanding roles. The training needs to be 
a continuous process, with follow-up support, and not the one-time formality that it has now 
become. 


(iii) As far as work done by ASHAs in the village goes, those who have started working are 
engaged in significant amount of JSY-related work, and mobilizing for sterilization, immunization 
and pulse polio immunization. This, combined with the fact that many ASHAs are receiving 
instructions from ANM, indicates that they are working as village level workers for the health 
system, largely as assistants to the ANMs/AWWs, by tracking, surveying and making lists of 
pregnant women, children and neonates, and gathering them for immunization, ANC, for health 
days, etc. Many ANMs have reported that ASHAs help in immunization of pregnant women and 
children, and in getting them together. 


Incidentally, these activities are also the activities for which ASHAs get cash incentives. Given 
that there is no regular remuneration for ASHAs, and that their training also is focused on such 
tasks, it is not surprising that many ASHAs are engaged primarily in JSY and immunization. 


So ms very few ASHAs have drug-kits. In Chhattisgarh, where Mitanins reported having ‘dawa- 
peti’, the drug kits are not being refilled regularly as promised in the scheme; there are frequent 
shortages of chloroquin and IFA in the mitanin drug kit. As pointed out in the Action lees the 
ability of ASHAs to provide basic, primary care for simple illnesses at the village level de ends 
on adequate training, provision of a proper drug kit containing necessary medicines, and ir l 

replenishment of the kit. Under the present circumstances her ability to provide any mi - 


needy persons looks weak. Along with the 
: lo : other factors discussed earlie 
contribute to limit her effectiveness at the village level. weiG. Gae 
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In this context of ASHA functioning, the UP CRM has observed that ‘some became inactive 


after learning that it was not employment but performance-linked tasks’. Similarly the Bihar 
CRM observes that there are drop-outs, and there is no system in place for follow-up. 


Developments since the inception of the ASHA programme indicate that ASHA is to be trained 
to provide specialized care for neonates and children under the Training and Enabling ASHA 
for Newborn and Child Care under the Indo-Norway Joint Initiative. Under this US $ 80 
million Norway-India Partnership Initiative (NIPI), which will focus on four core areas in UP, 
MP, Rajasthan, Bihar and Orissa, there are plans to ‘test and introduce new ways of scaling up 
quality services by community health workers (ASHAs) at the village level in these states, 
~ including their support needs and referral requirements’. One of the broad objectives of this 
programme is fo train ASHAs to provide home-based neonatal care (HBNC), and facilitating 
Integrated Management of Neonatal and Child Illness (IMNCI). We have already discussed 
above that ASHA is performing several activities for the health department. Under the present 
scenario, where the ASHA training 1s not very satisfactory, and support systems for her are not 
in place, the introduction of such programmes raises questions and concerns about whether 
such capacity building is possible. This development further raises apprehensions/concems 
(rather re-inforces) about the role of ASHA — whether she will be substituting elements of the 
existing health system by providing functions to be performed by health functionaries? Will 
she end up being a ‘link worker’ in the health system? 
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FINDINGS REGARDING STATUS OF HEALTH INF RASTRUCTURE 


FINDINGS AT SUB-CENTRE LEVEL 
# Regarding building, basic facilities, and presence of staff other than ANM 


In 2006 survey ANMs in only 50 % of the sub-centers reported that there was someone to assist 
them in some way - either a MPW, or a female worker, or some helper, or ASHAs. In the rest 
there was no-one to assist the ANM. None of the ANMs reported presence of another ANM. 


In UP in all the 16 SCs surveyed in 2007 there was only one ANM. In fact 20,521 SCs in the 
state are staffed by one ANM only. In Orissa during the 2007 survey MP Ws were reported to be 
present in only 56% of the SCs. 


In Jharkhand 80 % of the 53 SCs reported one ANM. (According to the state Progress Report 
all the 3958 SCs have an additional ANM). According to government data there are 722 MPWs 
in position for the 3958 SCs. In Jharkhand, according to the state Programme Implementation 
Plan (PIP), there are plans to open 2761 new sub-centres, to have a total number of 6719 HSCs, 
and to have one MPW (male) and 2 ANMs per HSC. As per the PIP, advertisement for recruit- 
ment of 3000 ANMs had been issued and they would be soon recruited. 


Staff Availability at sub-centers in Chhattisgarh (Government data) 


Table: IT.1 
Currently Placed Sanctioned Strength Shortfall 
Male Health Worker 1188 4692 3504 
ANM 3976 9384 5408 


As the above Table shows, there is 75% shortage of male health workers and 58% shortage of 
ANMs. 697 sub-centers do not have an ANM/LHYV, and none of the 4692 sub-centers have the 
second ANM promised under NRHM. The field survey reflected the above status. Further, it 
showed that 28% of the ANMs do not Stay in their sub-centre area. For example, in Sonhat 


the past year. According to the villagers, althou 


gh a board announced the res 
centre, in reality nobody has come there in the p presence of the sub- 


ast year. The SC at village Sustikheda, Badwani 
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district, also was never open. The SC at 
Mardai did not have a building, and no facili- 
ties were available there. In UP of the 16 SCs 
surveyed in 2007, only two reported opening 
throughout the week. The rest opened once or 
twice in a week depending upon availability 
of ANM. 


Sub-centre in Kakrana, Jhabua always closed 


The government data regarding shortfall in number of SCs, and staff position at sub-centers as 
of March 2007 is as follows: 


Table: [1.2 


Total No.of Shortfall | No. of No. of SCs | No. of 
SCs reqd | functioning | in SCs without SCs 

as per SCs no. of SCs _ | without without 
2001 

census 


(Compiled from: Rural Health Services Bulletin, MoHFW) 


While there are problems of ANMs being absent from SCs for long periods, a development 
reported from Bihar was that ANMs were being relocated from SCs to PHCs, leaving SCs 
unattended. The Bihar CRM too reports that ‘While recruitment of doctors and nurses was 
reported to have taken place, at the same time MOs and pharmacists are being made available 
for 24X7 PHCs by relocating from APHCs. Similarly, ANMs were relocated from SCs’. The 
UP CRM also reports that in some cases additional PHCs are ‘borrowing from the local SC to 
close the gap’. 
rr 
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The absence of other staff, which is a problem by itself, needs to be seen also in the panini " 
the large populations served by many sub-centers. For instance, in MP, on =A average 2 
villages were being served by one SC. However, in Marohar SC, Satna district there were 


villages (population 13650), and in Juri, Sidhi district there were 9 villages. In UP the SCs were 
catering to a population of 7000-8000. Similarly, in Orissa too, the SCs were serving an average 


population of over 6000. 


In all the states surveyed a large number of sub-centres continue to face problems of lack of 
permanent building, toiJets, running water and electricity. Even in Tamilnadu there were sub- 
centres catering to a population greater than 5000, and many were in dilapidated conditions, 
and lacking electricity. Of the nearly 8000+ subcenters in the state almost 2600 were in rented 
buildings — with the government providing merely Rs.250 pm for rent, which had led to having 
only small premises. In MP 43 % of the SCs surveyed did not have permanent buildings, while 
in UP 50 % were situated in rented building, and lacked water and electricity. 


As far as basic facilities in SC go, SCs still did not have weighing machines, or they had only for 
adults, and/or children; nor did they have Blood Pressure (BP) measuring instrument. Most 
reported having slides and syringes, nearly all reported not having ESR measuring instrument. 
In MP thermometer and BP measuring instrument was not available in 44% of the SCs (2007). 
That some of these instruments were available need not necessarily mean that they are being 
used. In some instances they were defective, or SCs remained closed most of the time, and so 
activities such as slide preparation, and registration of pregnant women, cannot take place. 


While a large proportion of ANMs in the Chhattisgarh survey reported that they had the necessary 
equipment for ANC, however, this did not translate into actual services. The 2007-08 survey 
showed that ANC services continue to be poor. The only service which reached the pregnant 
women was of TT injection. Services like measurement of haemoglobin and blood pressure, 
abdominal examination or even weighing reached less than 30% villages. 


Availability of essential medicines in Sub-centres 


Out of the 101 SCs surveyed in 2006 in MP, UP, Bihar, Rajasthan, Jharkhand, 50% reported that 
medicines like paracetamol, anti-emetics (for vomiting), cotrim, metrogyl, ORS contraceptives 

IFA, were always available; while of the remaining 50 %, half said they were available sometimes, 
the other half reported not available at all. SCs from UP and Bihar largely reported that medicines 
were available sometimes or not at all. In Orissa in 2006 67% of the SCs reported that no 


pee was available regularly for treatment of minor illnesses such as cold and fever. In 
2007 44 % of the SCs reported that medicines were not available at all. | 


re 
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While in 2007 many ANMs in Jharkhand reported availability of medicines such as paracetamol 
and chloroquin, however, these and other medicines including antibiotics and iron-folic acid 
(IFA) were not always available. Items like contraceptives were reported to be available most 
of the time. In UP, in 2007, facilities for treatment of minor ailments were not found in the 16 
SCs surveyed. In MP in 2006 65 % (19 out of 27 SCs) reported that some of the medicines were 
always available. In 2007 84% reported availability of paracetamol, 78 % reporting availability 
of IFA, and 89% reported availability of ORS. 


One investigator (from Jharkhand) reported that the ANM carried the medicines with her, and 
handed them out if she was repeatedly asked for some medicine. When asked whether there had 
been any impact of NRHM, such as in availability of medicines, of staff, nearly half of the 
ANMs in SCs in Jharkhand said there had been no impact. 


In Bokrata, Pati block, Badwani district, MP, in the period between November 2007-Janu- 
ary 2008, a large number of medicines were found dumped by the roadside. While some of 
the medicines had expired, 

many were still well within 

the usable period. Health 

workers of a local NGO and 

activists of a local organiza- 

tion took up this issue with 

the Collector and the Health 

Department, but did not re- 

ceive any satisfactory reply. 

They also wrote to the state 

government authorities in 

Bhopal. 


Some of the 23 drugs / medicines so discarded were: Metronidazole suspension (expiry 9/ 
2007); Metronidazole tablet 400 mg (expiry 5/2008); cotrimoxazole oral suspension (ex- 
piry 7/2008); Mebendazole tablet (expiry 2/2008); Mebendazole suspension (expiry 10/ 
2007); ORS packets (expiry 12/2008); Lactic acid bacillus sachet (v-lac) 2.5 gm (expiry 3/ 
2008); salbutamol tablets (expiry 2007); genta-mycin sulphate cream (expiry 12/2008), 
norflo-xacin tablets 400 mg (expiry 5/2008); paracetamol suspension (expiry 2007); fer- 
rous sulphate with folic acid capsules (expiry 2007); calcium gluconate tablets (expiry 1/ 
2008); diclofenac sodium tablets 50 mg (expiry 9/2008) 


2 ae eae 
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Situation in Chhattisgarh regarding availability of essential medicines 


hat the ANMs were giving drugs but out of these, 
t available through 2006-07. It had been procured 
lable in the villages till mid-March 2008. 


In the 2007-08 survey, 92% of villages said t 
13% were taking money. Chloroquine was no 
in December 2007, but was reported not aval 


The 2006-07 survey showed that in 72% of Sub-Centers IFA tablets were not available. The 
situation has worsened since then with IFA tablets not being available through 2007 even to the 
ANMs. It was only in January 2008 that IFA tablets were supplied, but till mid-March they had 
not reached the villages. Pediatric IFA tablets are not available at any facilities but were 
administered only during the Child Survival Month celebrated in 2007. 


In the 2007-08 survey, 84% of the hamlets reported having drugs with ASHA. This has been 
possible due to the Mitanin Drug kit Scheme started by the state government, wherein the drug 
kit has to be refilled every month. However: 


ya The refilling of the drugs in the Mitanin drug kit was not regular. There have been 3-6 
month gaps between each refill. As a result there are districts in which no drugs are available 
with the mitanin for a period of 2-6 months. Finally and most importantly, drugs like Chloroquine 
and IFA have not been given to most Mitanins in 2007. This has been due to the shortage of both 
drugs at the state level, as mentioned in the preceding paragraphs. 

> Just 24% of ASHA reported having Chloroquine but that too in very small amounts (10- 
50 tablets). Due to unavailability of Chloroquine at the hamlet level, patients have had to travel 
to towns for treatment or resort to quacks. 

va There have been rampant cases of bad quality drugs being distributed by the district. 
For example, in Sarguja district, fungus ridden drugs were distributed in two of the refills. The 
District administration did not take steps to correct this despite repeated complaints. It was only 
when the issue was highlighted in the media that the drugs were recalled. But they too have not 
been replaced. One basic problem in ensuring drug quality is the lack of any drug testing lab in 
the State. There is a move in the state now to create one such lab within Chhattisgarh. This 
move, if successful can help in improving the situation. 

> As a solution to check the irregularity and quality, the state government has decided to 
undertake purchase at the state level. This is going to delay the process further and as a result 


the current refill will also be delayed by more than 6 months. Also, the government has not 
made extra provisions for Chloroquine to be given to the Mitanin. 


Regarding Untied Funds for SCs 


In 2006 it was seen that at least 50 % of the Sub-centers had r 


92). Of those who had received, 57 eceived the untied grant (47 out of 


a | ; 
/ reported having spent it on items like building repairs, 
canteen soes 


enscetneneeeniononeselsasi nigel 
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purchase of furniture like tables, almirahs, fixtures, buckets, stationary, bleaching powder, and 


nandiul on medicine, weighing machine, thermometer and stethoscope. Remaining had not 
spent it. 


In Orissa 71 % of the 18 SCs (2006) and 87% of the 16 SCs (2007) reported receiving the untied 
fund: It was being utilized for building repairs. 


In MP, in 2007, all the Sub-centres reported having received the untied grant of the Rs.10,000. 
In many cases it was being spent as per instructions from the health department. In UP also all 
the 16 SCs, except one in Barabanki, had received the untied fund. It had been utilized according 
to decisions made by the sarpanch and the ANM, for purchasing furniture, for hoardings and 
banners, and repair of roads and buildings. One ANM in UP said that the untied fund was 
distributed to ASHA under pressure from doctors. 


In Jharkhand most of the ANMs reported receiving untied funds (during the 2007 survey). 
However, of these less than half reported that a joint account had been opened. In several cases 
a joint account of the ANM and anganwadi worker had been opened. The money was being 
spent largely by the ANM, sometimes along with the AWW, as per the guidelines, or instructions 
from the medical officer. It was being used for repairs, buying furniture and sundry items like 
torch, kerosene oil and battery, for wall-writing, for some meetings, to circulate some photocopies, 
and in few cases for transport of sick person. 


In Chhattisgarh the untied fund has been increased to Rs18,800. Out of the 81 sub-centers 
surveyed (2006), 60 had received untied funds, but the amount they had received varied from 
Rs.5000 to Rs.13800. At least 25 per cent of the surveyed ANMs said that they had been given 
only Rs 5000 and another Rs.5000 had been given to them in the form of equipment purchased 
at district level without any consultation with ANM or Sarpanch. In some instances, like in 
Raigarh District the ANMs were made to return the money to the District for centralized purchase 
of equipment. The equipment has been bought centrally at the district level regardless of the 
specific requirements of each sub-center. Amongst the equipment purchased by the districts 
there are electrical sterilizers for centers which do not have electricity, bed pans for centers 
which do not have beds or in-patients. Equipment thus purchased was often of very poor quality. 
In Manendragarh block, the total untied fund amount disbursed was Rs.4.51 lakhs (2005-2006) 
out of which only 14 % had been spent over the entire year! In 2007, Rs 4.7 crore had been 
released as untied grant for sub-centres but the utilization was only 18%. 


Problems reported by ANM 


When asked about problems faced by them while working, more than half of the ANMs reported 
one or more problems. The most common one was that of problems in traveling in the field and 
to the PHC due to lack of means of transport, and due to hilly terrain in some areas. Traveling 
eS ae 
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was especially problematic in the rainy season, and some said that traveling alone bin a acre 
They had to walk long distances. The other commonly cited problems were those of lack 
other staff, and of a proper building and facilities, such as toilet, electricity, and even examination 


table. Following were the problems reported : 


* Lack of building, water, electricity and toilets; 

° Problems in supply of medicines, syringes and vaccines — not regular, do not get on 
time have to go to PHC to pick them up; 

’ Do not get slide reports on time; 

° Lack of doctor and other staff; 

° Problems in traveling from village-to-village, especially to isolated villages/at night; 
have to walk; 

° Problems in staying alone; problems from drunken men and anti-social elements; 

° Lack of co-operation from panchayat, 

> Problems during sterilization and polio (exact nature of problem not spécified 
— probably refers to resistance?); 

° Problem of salary — not receiving on time. 

. In UP ANMs said that there was the compulsion to attend meetings at PHC 
while delivering services in the village; and there were difficulties in co-ordination 
with ASHAs, 

. In Tamilnadu there is the perception among ANMs of gender based diserimination 


as far as salaries, job assignments, punishments, etc are concerned. 


One ANM, from Keondih, Simdega (Jharkhand), reported that due to construction of a dam the 
distance between Keondih and Purnapani had increased substantially, and a steamer facility 
was needed. Another ANM, from Simdega, reported that the permanent building was not in a 
livable condition. There was no cupboard to keep the medicines, and as the conditions in the 
village were also not good, she had to keep the medicines, etc, in her rented house. 


According to one ANM, from Vishnugarh, Hazaribagh, the villagers felt that surveys of family 
by sansthas were of no use. It only served to propagate information throughout the village 
about the pregnant women, and about number of children. The villagers also felt that children 
got fever after being immunized, and hence they did not want to get their children vaccinated. 


Lastly, the villagers objected to wall-painting in the vill 
programmes. 8 age to spread information about health 


One ANM reported that in the village there was no shelter of an 
a community hall, for immunization of ¢hildren. 
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y kind; leave alone a building or 
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Coercive tactics to fulfill targets in Family Planning 


In Chhattisgarh all the ANMs interviewed said that they were given targets in family planning 
operations. More than one third of the ANMs complained that they face undue pressure in form 
of their salary being held back until they fulfill the target. In Orissa too ANMs of 50 % of the 16 
SCs reported that they were given targets for FP and immunization. This has been reported by 


some ANMs from other states too — they are either reprimanded or salary held back if targets are 
not met. 


Development in sub-centers in Tamil Nadu 


The ANMs in Tamilnadu (Village Health Nurses - VHNs) held a congress in February 2008 
under the banner “Save the work of the VHN”. This was in response to the move by the 
TN Government to post staff nurses at the sub-centre and PHC levels, thus gradually replacing 
the VHNs with more “skilled personnel” to prepare for the changing disease profile in 
Tamilnadu. This move by the Tamilnadu government to replace ANMs with staff nurses 1s 
in contradiction to the move by the government of India to post two ANMs at the sub- 
centres. There are also reports that VHNs are being compelled to take women to the PHCs, 
and to conduct deliveries in the PHC, as well as do night duty at the PHC. This was leading 
to extra burden on these VHNs, as well as hampering discharge of their regular work (see 
Annexure 3 for Implementation of NRHM in Tamil Nadu). 
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Findings at PHC-CHC level 


Apart from the shortfall in number of PHCs-CHCs as per existing population norms, the existing 


facilities also are not upto mark. 


(a) 70% of the PHCs had OPD charges, ranging from Re 1- Rs 4. In MP 81 % of the PHCs 
had OPD charges. 


(b) While MOs may be posted in the facilities, in some cases the OPD in PHC was being run 
by either a compounder or nurse at time of survey (33 %), or were closed; 


(c) Only 5 out of the 41 responses had an AYUSH doctor posted in PHC at time of survey in 
2006 (3 in MP, one each in UP and Bihar). 87 % thus did not have an AYUSH doctor 
posted. In the 2007 survey none of the PHCs in MP had an AYUSH doctor. Similarly, 
only 5 out of 44 CHCs reported having an AYUSH specialist. 


(d) Similarly, 60 % of the PHCs did not have a lady doctor. 
(e) 86% of the PHCs reported that they had charges for ambulance facility. 


(f) Atleast 63 % of the MOs reported problems in running the PHC. Among problems reported 
by the MOs lack of infrastructure, doctors, support staff and medicines was a commonly 
reported feature. One MO reported that there was no accountant and he had to do all the 
financial accounting himself.In the 2007 survey too 7 out of 11 MOs in MP (63 %) have 
reported the same problems — no staff, no building, or no infrastructure. 


(g) When asked about impact of NRHM on availability of staff, doctors, medicine and 
equipment, at least 67 % of the MOs reported that there had not been any impact. Among 
those who said yes, one MO mentioned JSY. Among those who said that there had been 
some impact on all of these, half still mentioned problems of lack of staff, or building, or 
resources. In 2007 only 3 out 11 MOs in MP said that there had been some impact vis-a- 
vis availability of doctors and staff; and 4 said that there had been impact on availability of 
medicines. 5 out of these 11 MOs reported receiving maintenance grants. 


(h) Most patients at PHC-CHC said that all medicines were not available, and some had to be 
purchased. For instance: all 50 patients interviewed during the survey in Rajasthan (2007) 


reported that they had to buy purchase medicines from medical stores. This was reported 
during the village discussions too there. 


However, in MP in 2007 76 % of the patients at PHC-CHC reported that they had got 


medicines at the health facility. 50% of these ilabili iC] 
| people felt that th l 
was Okay, while 17% felt it was good. > ocx CA 


(i) Anti-rabies vaccine was not available in many PHCs-CHCs. Anti-snake venom too w 
not available regularly. For instance: in 2007 only one out of 11 PHCs reported availability 
of ARV and 4 reported availability of anti-snake venom at all times. The situati mi 
slightly better in CHCs, with 6 and 8 respectively reporting availability se 
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Availability of Staff in PHCs-CHCs in MP 


Due to continuous neglect the availability of health personnel in MP is extremely serious. 
Over the past 10 years 13 posts, which include those of Radiographer, Laboratory 
Technician, Compounder, Dresser, Pharmacist, and Ward boy have come under the ‘dying 
cadre’ category. Since 1994 there has been no regular appointment of Doctors and 


specialists, leading to shortage in the rural hospitals. Even Medical Officers are reported 
to be appointed on contract. 


The following table brings out the seriousness of this situation. 


Table I1.3 
S No Post Required Availability Short fall 
3 Specialist 916 49 867 
zi Medical Officer 4708 3039 1669 
2. Staff Nurse 2800 2600 200 
4. ANM 10285 9807 478 
a ANM (Contract) 2200 1008 1198 
6. Pharmacist 1421 216 1205 
7. Laboratory Tech. 1421 386 1035 
8. Multipurpose Worker - Male 8874 7298 1576 
9. Nurse Midwife 2795 902 1893 
10. ASHA 52143 40549 11594 
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ars at the PHC in Delakhari, Chhindwara 
MP districts, MO and nurse were posted at 
e of the survey, MOs were available in 


No Doctor has been appointed for the past 27 ye 
district MP. Of the 6 PHCs surveyed in the western | 
4, and compounder was posted at 5. However, at the tim 


only 3; one PHC was closed, while in 2 the nurse was attending to patients. 


Incase of the 18 CHCs surveyed in all in MP in 2007 MOs were posted in all of them. However, 
three of the 6 MOs in CHCs in western MP districts were posted in another place too. 
Gynaecologists and anesthetists were posted in only 1; only 4 paediatricians were available, 
none in the 6 CHCs in the western MP districts. 


As provided by NRHM guidelines, in MP services of second ANM was to be made available at 
each SC by appointing additional ANM on contractual basis. The state had appointed 19 ANMs 
in the year 2007 and 1000 appointments were proposed for the year 2008. Recruitment of 
specialists, Medical Officers and nursing staff also on contractual basis had been initiated. It 
was proposed to hire specialists in gynaecology and obstetrics, anesthesia and pediatrics on 
contract basis on a fixed emolument of Rs. 18,000/- per month. In addition a provision has been 
made to pay an incentive of upto Rs. 10000/- per month based on performance. The skill gaps in 
existing staff and newly recruited staff was to be addressed by offering in-service training (from 
state PIP 2007-2008). 


Availability of Staff in PHCs-CHCs in Chhattisgarh 


The field survey in Chhattisgarh also showed that there are huge gaps in manpower at all levels. 
Secondary data from the Health Department also clearly shows the wide gap in manpower. 
Government data shows a 14% shortage of ANMs. There are still as many as 770 sub-centers 
which do not have an ANM. The 2008 survey too reflected this and showed that 15% of the 
HSCs did not have ANMs. Considering that the NRHM calls for two ANMs per SC, there is a 
long way to go. However, more than 700 ANMs were added to workforce within one year. 
There are blocks like Manendragarh which have only 2 LHVs. In January 2008, 161 ANMs 
have been promoted to LHV positions. According to the government data, there is a 28% 
shortfall among MPWs and supervisors. The survey shows that 34% of the HSCs did not have 


- ae There has also been no improvement in the number of ANMs and MP Ws living in the 


The 2008 survey of 37 PHCs has shown that only 8% of PHCs had no doctors, which is 
improvement over the 22% last year. There is also an improvement in the number of dette 
tae re scp eid Only in 21% of the PHCs was the doctor irregular in attending as against 
; “iy = year. 24% of the PHCs had woman doctors which is an Improvement over the previous 
o. This may be because among the newly recruited 499 PHC Medical Officers, there were 
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150 women doctors (30%). However, the situation in CHCs is not very good. The 2008 survey 
shows that there is an average of only 4 Doctors per CHC. Among the 22 CHCs surveyed, 13% 
had only one doctor each, 9% CHCs were with 2 doctors each, and 32% CHCs with only 3 
doctors each. The number of women doctors has increased marginally. While there have been 
appointments of staff nurses, still gaps remain. In addition, the present staff nurses are not 
placed equitably. In fact the Government data shows excess in couple of districts as per the 
sanctioned numbers in more urbanized mainstream districts like Durg (34 extra) and Rajnandgaon 
(36 extra). On the other hand, remote tribal districts like Sarguja, Jashpur, Koriya, Bastar, 
Dantewada and Kawardha show shortages of 19 to 28 staff nurses. As far as MOs are concerned, 
52% of the posts are lying vacant (Government of CG data). Even amongst the medical officers 
currently placed at PHCs, around 25% do not have MBBS qualification. These are Ayurvedic 
doctors who are supposed to practice Allopathy in PHCs and that too without any additional 
training! There is an acute shortage of specialists in CHCs (641). Government has recently 
taken a decision to upgrade 350 medical officers into specialists. But the gap is just too large. 


Availability of specialists: Obstetrics and Gynecology- 22 out of 152, Pediatrician- 31 out of 
152, Surgery- 20 out of 152, Medicine 35 out of 152. The field data also corroborates this. 


Availability of medicines in PHCs-CHCs 


In MP of the 20 CHCs surveyed, half reported that they had no facilities for managing dog-bites 
and snake-bites. 


While the MOs may be reporting drug availability at the PHC/CHC, the issue 1s whether those 
drugs are available to the patients. We find that most patients said that they had to purchase 
medicines. In Chhattisgarh, in the 2006-07 survey about 60% of PHCs reported availability of 
drugs such as paracetamol and antibiotic. Less than 50 % reported availability of TB medicine. 
In the 2007 survey in Chhattisgarh an attempt was made to find out whether the drugs were 
made available to the patients and that too free of cost. It was found that in 80% of the PHCs the 
patients were asked to buy medicines from private shops. This could be because either the PHC 
did not always have stocks of commonly prescribed drugs; or even if they do, then the drugs are 
not available to the patients. 


In Chhattisgarh the availability of anti snake venom in the PHC has not improved. The percentage 
of PHCs not providing anti snake venom has in fact increased from 66% in 2007 to 73% in 
2008. The previous survey showed that anti rabies vaccine was erratically available in about 
17% of the PHCs but the 07-08 survey has shown an improvement with the vaccine being 
available in 27% of the PHCs. But in any case, the anti-snake venom and anti-rabies vaccine are 
not given free of cost. The situation with regards to provision of free drugs is worse in the CHC. 
According to the 2008 survey, in 91% of the CHCs, patients had to buy medicines from private 
shops. Anti rabies vaccine was found to be available in 64% of the CHCs as against 68% in 
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ne was not given free of cost even to BPL patients. 


-07. h vailable, the vacci ia 
2006-07. Even when a nas decreased with 64% of the CHCs providing 


This year the availability of anti snake venom 
rabies vaccine as against 77% last year. 


,al Antyodaya Upchar Yojana under which medicines 
BPL patients. However, this scheme has certain 
— it is given only to indoor patients, and so 
ly those medicines that 


The MP government initiated the Deenda) 
worth Rs 20,000 are to be given free of cost to 
drawbacks that hinder its effectiveness. Namely 
leads to hospitalization irrespective of its need. The doctor can give on 
are available in the CHC/PHC; they cannot prescribe medicines that will have to be purchased. 
The doctor is responsible for maintaining all accounts regarding distribution of free medicines 


under this scheme, which increases his her work-load. 


Infrastructure — buildings for PHCs — CHCs and ambulances 


MP has a shortage of 478 PHCs and 188 CHCs as per 2001 population norms. Only in 2008 
plans have been made for construction of 10 centers each, per year. In addition, as per 2001 
population there is a shortfall of 1528 SHCs. In all buildings for 4911 SHCs are required to be 
constructed during the NRHM programme period. The state proposed to construct 200 SHCs in 
2007, of which 28 SHCs has been constructed till date and others are under construction (an 
increase of 14 %). 1000 SHCs construction were proposed for the year 2008 as per the latest 
guidelines of Gol. 


The survey of 6 PHCs in six districts of western MP showed that water and electricity was 
irregular. None of the PHCs had proper waste disposal mechanism. None of the PHCs had 
ambulance facility. 3 of the PHCs did not have a labour room. 3 had only two beds. Of the 6 
CHCs visited it was found that there are only 9 Doctors posted for six CHCs; of these the MOs 
of 3 CHCs had to provide services in two CHCs. 50% of the CHCs did not have regular water 
supply. This included Alirajpur hospital in Jhabua district. While some did not have toilets, 


where toilets were present in the wards, they did not have water supply. 4 of the CHCs did not 
have compounder. 


In Chhattisgarh no buildings had been constructed upto 2004-05, since the state was formed in 
2000. Allocations had been made since 2005 for setting up/ construction of buildings for new 
SCs, CHCs and PHCs, some of them located in the tribal areas. There are now visibl 

improvements as far as buildings are concerned. However, while the buildings for CHCs h ; 
doubled and meet the required norms, that for in SCs and PHCs have gone ao b 1 5% 
and 22% respectively, thus still leaving a huge gap at these levels (from state PIP), ap 


In Chhattisgarh 72% of CHCs have ambulances in worki 
available to patients, and is a paid facility when available. 


laboratory services. There are only 285 TB microscopy 
nesses ay 


ng condition but very infrequently 
A large number of PHCs do not offer 


centres among 707 PHCs and 135 
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CHCs put together. There exist similar gaps in malaria, anemia testing. There is more than 50% 


shortage in laboratory staff. Interestingly, 82% of CHCs now have X-ray facility, but for a 
payment of Rs.50 to Rs.150. 


Paid ambulance facility is a matter of grave concern. In the discussion with village groups 
in MP nearly 50 per cent said that ambulance/transport facility (along with doctor, lady 
doctor and children’s doctor) should be available in the villages, free of charge. 


Status of health infrastructure in UP 


There were serious shortages of staff at all levels: from the Directorate to the sub-center level 
there were a large number of vacancies; staff held several posts, and this was further aggravated 
by frequent staff transfers. Contractual staff was being placed at FRUs, PHCs and SCs. ISM 
doctors had been appointed at Block PHCs and were allowed to perform normal deliveries. 
Essential drugs, and even ORS and co-trimoxozole, were not available. Home deliveries were 
not receiving any benefits. “All staff still spent a substantial part of their time and effort 
towards the Pulse Polio programme. The focus shifted completely to polio immunization 
during the pulse polio rounds and routine immunization shut down completely during the 
polio week”. 


A hopeful development is the decision to recruit 35,000 additional ANMs and 20,000 MPWs, 
and plans to construct 6000 sub-centers under the 11" FYP. A pilot project had been planned for 
pre-fabricated construction of SCs to expedite construction. 


Status of CHCs. PHCs, and Additional PHCs in Jharkhand 


WLAls Vi NS ESS SS OO 


CHCs 


According to the Progress Report for the state upto December 2007 (available on 
www.mohfw.nic.in), there are 194 CHCs in the state. Actually there are no CHCs yet in 
Jharkhand. Only now, since the beginning of NRHM, PHCs are being considered as CHCs. 
According to the PIP there are plans to upgrade all the PHCs to CHCs, as well as open up new 
ones to have at least one CHC per block. 


PHCs 


While few PHCs that were surveyed (such as in Ranchi, Khunti, Hazaribagh, Latehar, Saraikela) 
had buildings of their own, however, according to the state PIP many of them do not have proper 
buildings yet. The PHC at Gumla has no building of its own, and was functioning from the 
block office. In their present condition many PHCs have electricity supply only for few hours a 
day, while some do not have it atall. Similarly, most have water supply only through hand pipe 
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me itati cilities: 
and tube well. Nearly half of them lack telephone facilities; all ee ar eid pois ie 
almost all lack proper waste disposal mechanisms. They do not a pea -opcuy ater 
quarters exist are in a very sorry state. The population of the area uncer s > female and mule 
and shee... There are caly, 132 0608 in pe mer ate Oc eam PHCs do not have 
paramedical staff in any of the PHCs. According to i é‘ d delivery tables. 

ighing machines, hemoglobinometers, sterilizers, scissors and delivery 

ees errs i pe leans lights, x-ray machines, and other laboratory pics Sen eit 
microscope is not available in most PHCs. MOs in some of the PHCs and / 4 ot y 
were on contract. They reported lack of support staff, lack of transport, and other facilities. 


APHCs 


Of the 330 Additional PHCs most are functioning from government building. However, it is the 
building meant for a sub-centre. Around half are functioning from rented buildings, while some 
do not have a building at all. Most of these structures are damaged and lack electricity, water 
supply and no quarters for staff. They also do not have any separate labour room or any other 
facilities. There are plans to upgrade all Additional PHCs to PHCs, and to open up new 
ones, to have in all 1005 PHCs in the state. 


In Jharkhand 2468 doctors were reportedly appointed on contract by the State Government. At 
present, only 800 are in service. 


Referral Hospitals — Case-study of referral hospital at Noamundi 


A survey of four referral hospitals (in December 2006) in Naomundi (W Singhbhum), Rajmahal 
(Sahibganj), Simariya (Chatra), and Torpa (Ranchi) showed that the Referral Hospital at 
Naomundi was in an especially bad condition. It was difficult to approach this hospital due to 
the bad condition of the roads, as well as the high cost of transport. There was also dust pollution 
due to the crushers and coal mines in the area. There was irregular supply of water and electricity. 
The Hospital had 3 MOs, all on contract, 3 nurses, 1 AYUSH doctor who was posted at 2 places; 
and 1 pharmacist and | lab technician. A lady doctor visited once or twice a week. The 4 wards 
and 3 beds were in an unusable condition. Ambulance facility was available on payment. 
There were no waste disposal and telephone facility. Only few facilities were available — ANC, 
normal delivery occasionally, some minor operations, testing for malaria and TB, immunization. 
and pulse polio. Delivery kits had become available with the introduction of the NRHM. There 
was a Hospital Management Society, in which the local MLA was a member. The Samiti had 
never met over the previous six months; the doctors took decisions on their own. Some staff 
were available at the other Referral Hospitals, some permanent and some on contract, and some 
medicines and basic facilities were available. However, none of these had all the facilities that 
are to be available at that level. Such as: lack of supply of anti-rabies vaccine, anti-snake 
venom, of facilities for safe normal delivery, and proper ambulance facility for referral transport. 
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Some of the problems mentioned by doctors of the Referral Hospitals and PHCs in Jharkhand 


were: many posts lying vacant; lack of residential accommodation; salary not paid on time; lack 
of equipment; lack of blood bank. 


Status of PHCs-CHCs in Bihar 


In Bihar since 2005-2006 a large amount of construction work has been approved and funds 
allocated for infrastructure upgradation. Following kinds of civil construction work for this 
purpose have been planned over the next 5 years: 


° Construction of 331 PHCs per year in each of the next 5 years, at a cost of Rs 

37.40 lakhs each. 

e Construction of about 1500 SCs per year at a cost of Rs 6.40 lakhs per centre in 

each of next 5 years. 

° Upgradation of around 76 health facilities to the level of FRUs over the next 2 

years at an approximate cost of Rs 1.5 crores 

° upgradation of around 200 health facilities each year to the level of CHC in each 
‘of thefiext 3 years at an approximate cost of Rs 80 lakhs 

© _~ other civil construction works in the health sector including construction of 


District Hospitals, District Drug Stores, etc. 
(from www.shsbihar.org) 


Public Private Partnerships for running PHCs/providing services in Bihar 


Nearly 36 PHCs and 10 APHCs, mobile health units, pathological and x-ray facilities, and 
ambulance services, had all been contracted to different private parties in 2004 for three years 
(see Annexure 2 for details of agencies and health facilities visited for survey). At the APHC 
level it was found that 


a. immunization and sterilization targets were not achieved — it was not possible to 
achieve those targets; 

b. there were no sterilization equipments; 

€. there were no free investigations and ambulance facilities, even for BPL families; 

d. patients had to buy medicines on many occasions (there was insufficient 

contingency funds); 

Z there was no immunization in hard to reach areas; 

3 unsafe disposal of hospital wastes; 

g. no accommodation for staff (DHS had not handed over staff quarters); 

h. the government did not clear bills within the stipulated time, not did it pay penalties for 


the same. The agencies that had taken these contracts complained of non-payment of dues. The 
——————— ee 
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amounts, to be paid by the SHS, were to the tune of Rs 60 lakhs for osha at and Rs | crore 
for the 36 PHCs. This contract has not been renewed after March 2007; nomen 
i There was a contract with two private laboratories - Sen wv mgeaens in the block 
i anaticg - for laboratory services in district hospitals, with aioe span phe The 
PHCs. Radiological services had been contracted out to IGE Medical arta eae - aaais 
pathological facilites were closed in many places, radiological facilities had not s 


places. 


Generators and ambulance facilities at PHC level have also been outsourced. Tenders were 
invited in April 2007 for empanelment of private and NGO-run clinics for service NGO (sNGO 
scheme of GOI, under NRHM. The tender for setting up modern diagnostic centres though PPI 
in Regional Diagnostic Centres of Bihar was closed in June 2006 as no tender was received. 


This was re-tendered in March 2007. 


There is a partnership with an NGO JANANI for FP services. The MoU with JANANI for 19 
districts was renewed from June 2007-March 2008. According to the terms the NGO has to 
perform 20,000 sterilisation cases. JANANI conducts sterilization camps in the PHCs. and gets 
Rs 738 per ‘case’. The incentive to the person undergoing sterilization is: Rs 450 for ligation 
and Rs 500 for NSV. As the NGO was facing problems such as frequent re-scheduling of camp 
dates, difficulty in getting papers signed, pending payments to the tune of Rs 35 lakhs, the NGO 
was willing to offer the services through its franchised Surya Clinics. 


In Maharashtra it was found that: 


QO) IFA tablets were not available in the PHCs in several districts (such as in 
Ahmadnagar) throughout 2006 and upto mid-2007, 
There was absolute discrepancy in indent and supply of drugs in 23 PHCs spread 
across 10 Districts of the State. 
There were complaints of non - availability of essential drugs in PHCs and CHCs 
from several districts. 
Anti-rabies vaccine (ARV) was not provided at any PHC. 
ARV charged at Rs. 50 per dose for all non-BPL patients 
Despite sustained advocacy, NHRC intervention and Union health ministry order, 
intradermal ARV has not been started anywhere. 
Mandated services at the service point were often not provided. For example: patients 
requiring minor surgeries or cases of norma] delivery were referred to higher level. 
These instances have been reported even from 24x7 PHCs. Unofficial charges by 
health functionaries have also been reported from almost all districts where 
community based monitoring has been initiated. 


OOO —————— 
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Number of MOs reporting problems in running CHC (2006) 


Bihar— 10(out of 11) reported problems in supply of medicines, inadequate doctors & staff: 
lack of facilities, resources and equipment: 


UP — 6 (out of 7) — reported lack of staff and facilities 
Rajasthan — 4 (4) — reported lack of medicines, doctor, staff, equipment, ambulance and housing. 


‘MP- 18 (out of 20) — reported lack of proper building, water, toilets, facilities; staff, medicines, 
etc. 


When asked about impact of NRHM on availability of staff, doctors, medicines and equipment 
for CHC, 50 % of the CHC MOs said that there had been no impact on availability of doctors 
and of medicine. The same number said there had been no impact on availability of medicines. 
Among those who said that there had been an impact of NRHM on these, a majority still reported 
problems of lack of staff. 


The inadequacies at PHCs-CHCs as per government data is as shown in the following few 
tables. 


Table: II.4: Facilities at PHCs 


STATE Reat. No of Shortfall With OT pin With 
As existing | in no 24 hr 
per PHCs of PHCs beth delivery 
2001 facility 
census 


oor | 1648 230 
nein wee 6 ren 
ames 659 518 105 518 
(20%) . a ae : 0%) | (100%) 


Jharkhand rx 


MP re 230 315 
fete ee ai 
(95%) | (95%) (100%) 
(50%) 
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Table: II.5 : Staff position at PHCs 


Without 
pharma- 


Without 
lab 
techni- 
cian 


Without 
doctor 


With 2 | With | 
doctors | doctor 


ae. BOM. | NA, 1 NA vt 
ne ate 


Chhattisgarh reports interesting figures — only 10 % PHCs have beds and Operation Theatre, 
and only 20% have labour room, yet 100 % PHCs are reported to have 24 hrs facilities for 


delivery (Table II.4). 
Table I1.6 : State-wise requirement and actual number of CHCs 
No. Reqt as : Shortfall Average 


of per 2001 i : per 
districts | census district 


Less than 6 


FL 
10 
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What one finds regarding overall condition of CHCs-PHCs is that: 


Firstly, there is a shortfall in the required number of facilities at every level, be it 


SC or PHC or CHC, with the situation being especially appalling in UP-Bihar, 
and then MP. 


Secondly, those that are reported to be functioning do not have the required number 


of personnel. The situation of PHCs is especially critical — most of them are 
functioning with | doctor, or hardly any lady doctor. 

Our survey indicates that they have few basic medicines, and medicines for malaria 
and TB. Medicines are not always available. 

None of the health centres thus has all the facilities that are mandated and to be 
provided at that level. 


Similar findings about the functioning of PHCs-CHCs have been reported by the 
Common Review Mission (CRM) of NRHM: 


> Regarding the functionality of SC/PHC/CHC in UP the CRM observes that: (1) 
Identification of symptomatic cases for detection of TB, and making slides for 
fever cases for detection of malaria is inadequate at SC level; (ii) Electricity and 
water are a widespread problem for all SCs as well as for additional PHCs; (111) 
Drug supplies to ANMs are poor — even IFA, albendazole are not available. 


> Asignificant observation about UP by the RCH-II review in January 2007 was 
“All staff still spent a substantial part of their time and effort towards the 
Pulse Polio programme. The focus shifted completely to polio immunization 
during the pulse polio rounds and routine immunization shut down completely 
during the polio week”. 


> The Orissa CRM says that while there are gaps in physical infrastructure in relation 
to the requirement, the existing physical infrastructure suffers from serious 
deficiencies — either no staff is available or existing staff absents itself, or non- 
availability of drugs. Key drugs — paracetamol, ORS, chloroquine, oxytocin, etc., 
were in short supply, or there were frequent stock-outs at all levels. The SC was the 
weakest link in the chain. 


> The MP CRM says that ‘supply of medicines needs to be strengthened and monitored 

as we frequently came across complaints of non-availability’; and that “while the 

model institutions are showing good results, their model performance only sharpens 

the deep polarities in the quality of institutions in the state, the ones on the other 
ee 
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end of the spectrum continuing to graphically show all the malaise in the public 


health system’. 


> The Chhattisgarh CRM says that ‘in case of CHCs visited the situation was rather 
bad and while some record of data keeping was evident, the picture that emerges 
was not encouraging. The vision of NRHM in identifying gaps in public health 
delivery system and designing innovative ways by which these gaps could be plugged 


were woefully non-existent’. 


> The Bihar CRM says that ‘the physical infrastructure and availability of human 
resources are grossly inadequate to provide the minimum preventive and curative 
needs of the population. While large buildings have come up, some key inputs to 
improve the quality of services are needed’. This team also records that “Health 
officials complained that the pulse polio programme drained a lot of their 
human resources for a substantial proportion of time every month or two. 
Had adverse effects on all other work — more widespread and serious problem 
of anemia and malnutrition neglected. Many children had received around 10 
doses of OPV”. 


24X7 PHCs with provision of two additional nurses 


Rs 20 lakhs is reported to have been provided as first installment to all 3346 CHCs for upradation 
to IPHS. 2230 PHCs have been made 24 X 7 with a provision of two additional nurses; of these 
600 are in Tamil Nadu. However, ANMs are being posted from SCs to 24x7 PHCs in TN. In 
Bihar too MOs and pharmacists were being made available for 24X7 PHCs by relocating from 
APHCs; and Block PHCs had become 24X7, even though 3 staff nurses were not in place. 


One needs to bear in mind that these are essentially part of RCH-II for improving obstetric care 
services and to promote institutional delivery. Under RCH-II it is envisaged that 50 per cent of 
the PHCs and all the CHCs would be made operational as 24-hour delivery centres ina phased 
manner, by 2010. These centres would be responsible for providing Basic Emergency Obstetric 
Care (BeMOC) services, and Essential Newborn Care round-the-clock. This is based on the 
experience of TN and AP, where round-the-clock delivery and newbom care is reported to be 
ensured by providing 3-4 staff nurses/ANM at the PHC. While this is a positive move, however, 


this is limited to provision of RCH services, and is not for improving delivery of overall health 
services. 


Selection for upgradation - /t is not clear whether there are any criteria, and if so what are they, 
for selection of PHCs/CHCs for upgradation, or to be made 24X 7, etc. In Himachal Pradesh 
the selection is reported to be rather arbitrary, and institutions se 


. lected for upgradation are 
either located on main roads or close to each other, leaving remote 


areas uncovered. 
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Mobile medical units are being promoted under NRHM despite it being reported that they are 
expensive and were of limited use. This is being done especially and largely for tribal areas. 
Under NRHM MMUs have been approved for 314 districts, through mostly NGOs. In MP 
under the Deendayal Mobile Hospital Scheme mobile units are sent to tribal haats. This scheme 
suffers from problems of lack of doctors and lack of facilities for blood testing, etc. There are 


also reports from MP of large scale corruption in clearing tenders to run Mobile Health Units in 
18 districts. 


Similarly under NRHM funds are being allocated also for periodic health camps. 


DISCUSSION - IMPROVING THE RURAL HEALTHCARE DELIVERY 
INFRASTRUCTURE 


Establishment of SCs-PHCs-CHCs over the years 


It is seen that establishment of primary health care institutions in rural areas has gradually 
declined since the 7" Plan period. The establishment of SCs as percentage of target set declined 
from 84 per cent in 7" Plan period, to 30 per cent in 8", to 14 per cent in the 9" Plan period. For 
PHCs this is from 77 per cent to 40 per cent to 45 per cent; and for CHCs the rate of establishment 
has fallen from 75 per cent to 32 per cent to 18per cent. Overall, the establishment of these 
institutions has fallen from 83 per cent to 18 per cent in the said period. (This is a significant 
issue, since the targets to be achieved have decreased over the years, and are still not being met). 
8669 new SCs were approved for 15 states/UTs during 10" Plan, out of which only 4917 had 
been set up by 2006 (Annual Report MoHFW 2005-2006). The shortfall as per 2001 population 
is: SCs-21,983; PHCs-4436; CHCs — 3332 (Mid-Term Appraisal, 10" Plan p 102). 


In the Ninth Plan period (1997-2002) almost all state governments took some initiatives to 
improve health service delivery systems, through what was termed as ‘health sector reforms’. 
Most states have taken external assistance for these health sector reforms (externally-assisted 
projects-EAPs) for strengthening infrastructure, specifically secondary health care services, 
and to fill in critical gaps in facilities and personnel; handing over of PHCs to NGOs; mobile 
health clinics; walk-in interviews for appointment of doctors in PHCs; and training MBBS 
doctors in certain specialties. One of the major reform processes has been the Health Systems 
Development Project funded by the World Bank in many states since 1991. 


Shortage of personnel 


That there is an acute shortage of medical and supporting personnel is a well-known fact. It is 
seen that the number of vacant posts has only increased over the years. 


Despite such a massive and chronic shortage of infrastructure and personnel, and despite the 
failure of the implemented reforms to effect improvements, we see that under the NRHM there is 
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no significant policy measure so far to adequately prt such hap i omen ee 
es d (from state S). 

shortcut measures are being resorted to/propose : | 

done/proposed is: Existing staff are being relocated, or are being trained for pape “nuit 

care, there is re-orientation, skill upgradation, hiring part time or contractual — ion - ms 

mismatch between equipment and personnel by shifting equipment to centres whicl : ave ; 

personnel to operate it or vice versa; bringing in private sector through schemes with private 


doctors/nursing homes, for providing services under JSY. 


In 2006-2007 of the 2543 contractual specialists expected to be appointed, only 648 had been 
appointed. Of the expected 2301 contractual doctors to be appointed, only 1825 were appointed. 
The situation is similar for other personnel such as staff nurses and ANMs. 


Service Conditions for Doctors - In Rajasthan and Bihar the governments had outsourced the 
task of recruitment of doctors for the health system to private agencies. While all these new 
appointments were contractual, the salaries offered were (in Bihar): a consolidated sum of Rs 
20,000 for post-graduate specialists and Rs 15,000 for MBBS doctors. This raises doubts as to 
whether the government is at all serious about getting doctors to work in the public health 
services. 


One needs to keep in mind that contract doctors do not enjoy the same service conditions, 
security of employment, or avenues for further training as compared to regular doctors. 


In Himachal Pradesh the policy of transferring specialists from district hospitals to CHCs was 
reported to be causing resentment among doctors, some are quitting, leading to further 
deterioration of the public health services. 


One also needs to review the experiences in some states of hiring in private specialists for 
the health services and how effective it has been, before recommending/adopting these 
measures repeatedly. In 2000 the Government of Tamil Nadu sanctioned hiring private 
anaesthetists and obstetriians in 75 First Referral Units (FRUs) in 24 districts, as well as in 


44 PHCs. Specialists were to be hired only where regular government specialists were not 
available. 


Audit reports found that: (a) no assessment was made regarding availability of private spe- 


cialists in the respective areas where they were to be hired. (b) Till January 2002 utilization 
of funds sanctioned for this purpose was very poor, as specialists were reluctant to work 
due to the low rate of incentive. The government increased the honorarium from a mini- 
mum of Rs 500 per visit to Rs 1000 per visit for anaesthetists and to Rs 800 for obstetri- 
clans, as well as had a travel allowance. Yet the response continued to be poor. In several 
cases the entire sanctioned amount for this purpose was unutilized because (a) operation 


theatres were under repair; or (b) anaesthetists were already available on rolls: or (c) spe- 
cialists were not willing to work. 


ee ———————— 
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In this context of lack of health personnel to work in rural areas an important point is made in 
the Jharkhand state PIP regarding willingness of doctors to work in rural areas. It raises the 
issue of the need to create conducive conditions for doctors and other health workers, so that 
they work in rural areas. According to the PIP the lack of a transparent fair system of transfer is 
one of the greatest causes of workforce dissatisfaction and demoralization. Some staff spends a 
lot of time in remote areas seeking and not getting a transfer, while others bring undue influence 
on decision making and get comfortable postings throughout their careers. This leads to fewer 
staff willing to serve in rural areas, and when they are posted in difficult areas, they work with 
such a deep-rooted sense of frustration and anger that the quality of work suffers. “The problem 
of doctors not willing to work in rural areas should be seen only in this context, and should not 
even be raised against the medical profession, unless a basic transfer policy has been put in 
place”. Apart from this there is the problem of lack of career opportunities in terms of promotion, 
and lack of non-medical and non-service incentives for both doctors and para-medical workers. 


However, ensuring conducive conditions should include not just service conditions, but also all 
resources - equipment, medicines, supporting personnel, and sufficient funds - if doctors and 
other health functionaries are to work in the government health centres. 


There is a proposal by the ceatral government to introduce compulsory rural posting of fresh 
MBBS graduates. There has been opposition to this move from sections of the doctors ‘community 
in Tamil Nadu. The arguments of the striking doctors give an idea of the limitations and intentions 
of such a move to address the shortage of doctors in rural health centre. Firstly, this does not 
address or solve the problem of lack of specialists at the CHC level. Anyway even in the proposed 
rural posting scheme the graduates will spend only 4 months at the PHC. The remaining time is 
to be spent in referral hospitals at the district and medical college level. More important, while 
the PHCs and CHCs may get some doctors to cover the gaps, this could well be a way of 
avoiding recruiting experienced doctors on permanent salaries with contractual appointments. 
Given that these MBBS graduates would be less experienced, in the long run, this might lead to 
loss of skilled, permanent doctors for the PHCs and CHCs. This move 1s seen more as a convenient 
and populist way of filling gaps in decrepit public health system, without making attempts to 
improve the working and living conditions for doctors so that they opt voluntarily for rural 
postings. As pointed out by the striking doctors, the move towards compulsory rural posting is 
in reality a cover-up for a more retrogressive trend of casualization of the workforce in the 
public health system. They also pointed out that in the context of the present medical education 
system attempts to orient the medical students to rural health systems had been reduced to 
farcical interludes in their busy schedules. Their opposition to the rural posting thus needs to be 
seen in the context of various other trends within the overall healthcare system, and then deciding 
on the relevance and usefulness of such a proposal (see Annexure 3 for implementation of 
NRHM in Tamil Nadu). 
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ROGI KALYAN SAMITIS -HOSPITAL MANAGEMENT SOCIETIES 


The Rogi Kalyan Samitis (RKS) are expected to improve the functioning of the poaeiets 7 
make them more accountable, transparent and need based. They are empowered to levy an 


utilize user charges. 


There are several problems regarding the guidelines laid down for RKS. Such as (1) Composition 
of RKS — those who pay large donations can become members; and (11) measures by which RKS 
can raise resources. The other question is: to what extent have RKS contributed to improving 


the quality of services in the DHs-CHCs-PHCs? 


In the 2006 survey it was found that the RKS members in PHCs were mostly government 
officials and elected representatives, such as sarpanch, tahsildar, BDO, CMO, MLA, PWD 


engineer, district collector and ANM. 


in MP RKSs in CHCs were earning upto a couple of lakh rupees annually, but there were no 
significant improvements in condition of CHC. One CHC reported purchase of medicine from 
RKS income. It was observed that poor infrastructure, such as inadequate operation theatre 
facilities, badly maintained toilets and lack of needed equipment, continued to exist even in 
RKS hospitals. In the RKS at Gohad CHC, Bhind MP, two businessmen represented the public 
in the RKS. One of these had contributed to construction of the CHC building, and lived in 
Bombay. The other businessman never attended the meetings and decisions were taken by the 
BMO. The survey of RKS in 11 PHCs in MP showed that all had received the grant of Rs. 1 
lakh. Few of them reported earnings of amounts varying from Rs. 50,000 to about a lakh. They 
reported undertaking work such as building construction and repair, recruiting staff, purchase 
of essential equipments and furniture, payment to the staff. It is not clear whether these 
expenditures were from the reported income or from the grant. All these PHCs have reported 
problems of lack of building, of labour room, lack of doctors, of Radiographer, of Accountants, 
and other staff, lack of electricity and of vehicle, of a boundary wall for the PHC because of 
which animals gathered in the vicinity, leading to unhygienic surroundings. 


From the six districts of western MP it was found that there was not much awareness among the 
people about RKS. Even health workers were not aware about the grants being given to RKS. 
23% of the income of the RKS was being spent on medicines while another 23% was being 
used to pay wages to health workers. In one district 42 regular employees in a District Hospital 

such as staff nurses, laboratory technicians, were being paid from RKS income. 


Another earlier study of RKSs in MP (which analyzed secondary data at State-level for 172 out 
of 285 RKSs, and primary data collected from RKSs in DHs, CHCs and 4 PHCs in four districts) 
showed that bulk of income in CHCs and PHCs was from user fees: 


generating activities were restricted only to district facilities. There were cases where the RKS 
income was substituting for regular government spe 
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raised by the RKS was not enough to offset the short falls in the health budget of the state. 
Funds raised had been spent on priorities decided by the Executive and Governing Bodies. 
While the poor condition of infrastructure, lack of essential equipments and shortage of supplies 


may have been reduced, they were not completely eliminated, pointing to the limitation of the 
RKS as a financing strategy (see Annexure 4). 


According to the Jharkhand Progress Report the number of Hospital Management Societies 
registered is: in CHCs — 138; in PHCs — 179. However, as we have seen there are no CHCs as 
of now. The existing PHCs are being shown as CHCs, and existing APHCs as PHCs. While a 
large number of PHCs and APHCs do not have basic facilities, and lack even buildings and 
staff, however Hospital Management Society has been formed in many of them, and a 
corresponding bank account opened. 62 per cent of the PHCs and 55 per cent of the APHCs had 
RKSs. The Hospital Management Societies in the Referral Hospitals, PHCs, and APHCs that 
we surveyed were reported to be not functioning. Some had received the grant of Rs 1 lakh. 


In Chattisgarh in Manendragarh block the Jeevan Deep Samiti increased the OPD fee from Rs. 
2 to Rs. 5 in its very first meeting. 


In UP RKSs have been formed. Each district hospital was earning about Rs 20 lakhs annually, 
and that nearly 50 per cent of the income was being deposited in state treasury, which was 
violative of the guidelines. The RKS funds collected through user fee/registration were being 
largely used for running generators and for general upkeep. RKS meetings were not taking 
place (from the CRM report for UP). The CRM report says that ‘RKS is seen as a bank account 
for receiving user fees, and now untied funds’. 


Government audit reports show that in several states where user fees were introduced, 
several crores of rupees were being collected, but substantial proportion of it was lying 


unutilized. For instance: see performance of Karnataka HSDP in next section. This has 
been reported from urban hospitals in West Bengal. 


RKS in Tamil Nadu — collection of user fees banned 


Interestingly, the TN Govt has laid down a completely different set of guidelines for the Hospital 
Welfare Committees in the State. In a series of government orders in the end of 2006 the Tamil 
Nadu department of Health constituted Patient Welfare Societies (Rogi Kalyan Samitis). While 
the initial GO was along the “typical” RKS model, within 2 months there were a series of 
amendments introduced which banned the collection of user fees, disallowed the outsourcing of 
diagnostic and ambulatory services, allows only donations to be accepted, does not allow the 
leasing out of vacant land for commercial purposes, and does not allow for industry / corporate 
representatives in the RKS. 

ee EEE 
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JANANI SURAKSHA YOJANA / STATUS OF INSTITUTIONAL DELIVERY 


A major issue in Janani Suraksha Yojana (JSY) is that of the quality of care during and post- 
delivery. The reported increase in institutional deliveries from several states needs to be placed 
in the context of the existing, poor infrastructure in many SCs-CHCs-PHCs, discussed in the 
previous section. In Bihar there are reports of women being made to deliver on the floor of the 
labour room, and sent back within 4-6 hours of delivery. There are also reports of women being 


sent away at night, or referred to higher institutions. 


Another serious issue was that of problems faced in transporting the women in labour from the 
village to an ‘institution 'for delivery. There are reports of women in labour traveling in motor- 
cycles, bullock-carts, or even walking, over long distances, in order to reach a health centre for 


the delivery, and to avail of the cash incentive. 


MP has introduced the Janani Express Yojana for transport of pregnant women to institutions 
for delivery. Under this scheme paid ambulance facility can be availed from the block to transport 
the woman in labour to a hospital. However, this scheme is not very effective due to lack of 
communication facilities from the village. Many times the woman, who manages to somehow 
reach a health centre for delivery, is sent home after delivery by this ambulance and the amount 
of Rs 250 is deducted from the motivator’s incentive amount. 


Mode of transport of patients in Badwani , MP 


Yet another issue is that of inadequacy of the ‘ANC’. Only 2 out of the 40 women in Rajasthan 
— testing for anaemia. The situation is similar in other states, with no measurement of 
ood pressure too. In MP none of the 40 women who said they had received ANC had their 


weight and blood pressure measured. Our findings and oth indi 
' e 
are also not regularly available. : rreports indicate that drugs like IFA 


OO 
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Another issue of major concern is the movement towards privatizing delivery related care under 
the pretext of expanding JSY support. Several state governments have started accreditation of 
private nursing homes for deliveries which can be paid through JSY linkage — such as Bihar, 
. MP, Jharkhand, Chhattisgarh Gujarat, Maharashtra, and Haryana. 


Pradesh 


No of 842 430 287 262 139 159 | 51 23 
pvt 

institutions 

accredited 


(from: www.mohfw.nic.in) 

In UP in August 2007 State Innovations in Family Planning Services Project Agency (SIFPSA)* 
initiated the Merrygold Health Network as a PPP and a franchising initiative for provision of 
RCH services. USAID and SIFPSA will be supporting the Hindustan Latex Family Planning 
Promotion Trust (HLFPPT) to develop, manage and sustain a Merrygold Health Network. This 
network will provide ‘high quality maternal and child health services at affordable services’. 
This three-tiered network will comprise 70 20-bedded Merrygold hospitals that will provide 
MCH and emergency obstetric care; 700 Merrysilver clinics that will provide basic obstetric 
care, FP services, counseling and immunization; and 10,000 Merrytarang AYUSH partners are 
to provide counseling, OCPs, and IFA. This will be initially launched in six districts in the first 
year, expanded to 40 in the second year, and shall cover all districts by the third year. It will 
provide the services at 50-60 per cent of the private sector prices. HLFPPT will be the franchiser 
responsible for selecting, appointing, and managing the potential franchisees. It will seek 
healthcare entrepreneurs for starting hospitals, and provide them with support for accessing 
capital and accreditations. The franchisees will be provided training, marketing and quality 
assurance support. 


In UP since the number of institutional deliveries is very low, therefore, 2-4 units were identified 
in each district to promote institutional deliveries and provide 24-hour delivery services. A 
special incentive was being given for all the night deliveries taking place between 8 pm and 7 
am. Acash incentive of Rs.200/- to the Medical Officer, Rs. 100/- to the Staff Nurse/ANM and 
Rs.30/- for the cleaning staff was being paid for each night delivery. According to the state PIP 
2007-2008, this scheme of Rs. 330/- per night delivery was being continued. At that time only 
230 units were performing night deliveries and utilization of this fund in the year 2006-07 had 
been very low. It was envisaged to make every unit in the district functional as 24-Hour Delivery 


* The SIFPSA is a reproductive health related NGO in UP, formed in 1992 as a joint endeavour of the Government 
of India with USAID, for revitalizing and re-orienting FP services (www.sifpsa.org). It is now involved in several 
NRHM.- related activities in the state-such as developing PIPs and forming PMUs. 
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Centre where more than 10 deliveries were taking place. In year 2007-08 it nt proposed to 
operationalise and provide incentive to 30 more units (from state PIP 2007-2008). 


th illustrate the range of problems with regard to the 


ing findings from Chhattisga 
The following Sndings i (In Himachal Pradesh, in 2006, it was 


JSY, which are being reported from other states too. 
reported that the money was not being utilized at all). 


Chhattisgarh has seen a significant rise in institutional deliveries after the introduction of the 
Janani Suraksha Yojana, especially due the presence of the Mitanins. But this trend is in the 
danger of reversing due to the non payment and delayed payment of the JSY entitlements and 
the harassment the beneficiaries have to undergo to receive it. 


Field data from all over the state shows that in most cases, the JSY money for institutional 
deliveries is not given immediately to the mother or to the Mitanins. In all the facilities conducting 
institutional deliveries, there is a huge backlog of JSY payments. For example, in one case, the 
Mitanin took a woman with labour pains to Bharatpur block CHC where, due to the absence of 
proper facilities, she was referred to Manendragarh block CHC (70 kms away), where she gave 
birth. Neither the Mitanin nor the Mother were paid their JSY entitlement. They spent over Rs. 
300 and traveled twice to the hospital to ask for the money. When still they did not receive the 
amount, they stopped going as they could not afford it. During the survey, an ANM in Nagari 
block reported that in her area, out of 20 institutional deliveries, only 8 women and Mitanins 
have received the JSY entitlement. The remaining could not be paid due to paucity of funds. 


There are instances of negligence on part of the block level health officials whereby the full 
entitlement does not reach the beneficiaries. For example, in Batauli block the JSY money has 
not been paid for the whole of last year. In Pratappur block, the BMO does not give the money 
at the facility. Instead he goes to the beneficiaries’ house and gives them only part of the money, 
retaining the remaining amount with himself. 


The experience all over the state shows that women coming for institutional deliveries incur 
huge out of pocket expenses. Not only do they have to purchase medicines and supplies (like 
gloves, syringes etc), also money is charged by Nurses at the facility, ranging from Rs. 200 to 


Rs.1500. For example, in Ambikapur district hospital nurses charge patie 
nts 
from Rs.1200 to Rs.1400. = coming for delivery 


There have been instances of women going at night with labour pains, and refused services at 
the CHC/District hospital. They are referred to private hospitals as the government doctor is 
unwilling to cater to them. These patients then have to go to private facilities where they are 
Mohs heavily charged. For example, in Baikunthpur block the gynecologist refers all cases = aN 

at off hours” to a particular private nursing home where inevitably the birth is by caesari ; 
with the family incurring expenses of more than Rs. 20,000, which they can ill afford a 


SS eS 
nena yuan 
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Mitanins all over the state are bearing the brunt of disgruntlement as they are the ones to 
persuade the family to go for institutional delivery. An extreme form of this was seen in 
Rajnandgaon where in two Panchayats, Mitanins were publicly humiliated for taking women to 
hospitals where they had to incur heavy expenditure. In the Panchayat meeting they have been 
barred from taking women to the hospital for delivery. 


In the case of home deliveries too, ANMs expressed their inability pay due to non availability of 
funds. In Nagari block, one ANM reported that out of the 24 eligible cases, she has been able to 
give money to only 8 cases. 16 eligible BPL women have not been paid due to lack of funds. In 
Manendragarh block, there is a backlog of more than 200 eligible BPL women who have given 
birth but are yet to receive the JSY entitlement. The other issue which was vehemently brought 


up by the community is that of ANMs charging from Rs. 200 to Rs.2000 for attending home 
deliveries. 


There have been cases when the ANM has kept part of the JSY money for herself. For example, 
in Premnagar and Sonhat blocks, ANM had kept Rs 200 and Rs 100 respectively from the JSY 
entitlement. Both had to return the money due to community pressure. But these are isolated 
cases; in most cases the money is not returned 


If immediate steps are not taken to ensure timely and regular payment of the JSY money to the 
beneficiary and the Mitanin, then it will lead to further disillusionment. The situation will regress 
into earlier state of affairs. But this time it will be more dangerous as Mitanins would have lost 
the goodwill of the people and the villagers would have totally lost all belief in the public health 
system. 


In Jharkhand the trained dais reported that when they conduct the deliveries at home the mothers 
do not get any monetary benefits.Further, when they refer cases for institutional deliveries the 
ANMs/AWWs/sahiyyas get the incentives, whereas in reality the TBAs took care of the women. 


In MP half the number of women spoken to had delivered in hospitals, where their stay varied 
from 1-3 days. The home deliveries were largely assisted by the dai, and none had received the 
Rs 500 due to them. 

In Maharashtra, as per state policy only BPL and SC/ST women are eligible for JSY incentive, 
leading to many women being denied due to lack of certificate 


JSY in Jharkhand 


This scheme was launched in Jharkhand in July 2006, as MukhyaMantri Shishu Janani Suraksha 
Yojana, and is being implemented through voucher scheme. 


Some of the suggestive trends in Jharkhand that have emerged from the survey are as follows: 
jensen nn 
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|. Home deliveries dominate. And almost all reported live births. Many reported being 
i, some by ANM. 

2: ewHe ps wid home deliveries had not received any money after delivery. 
Of those who reported receiving money, the amount varied from between Rs 100-800. 
Even among those who reported delivering in a health centre, all had not received money. 

3. Nearly all reported yes to registration, and receiving a card. Of those who reported having 
had some check-up, nearly all reported yes to having weight checked, and receiving tablets 
and injection. However, less than half reported having BP measured. 


In Markachho block in Koderma dt two private nursing homes have been accredited under the 
JSY. However, women were not able to reach these nursing homes. There were no facilities at 
the PHC and APHC, and most women delivered at home. No woman had got the benefits of this 
scheme at the time of the survey in December 2006. 


The trend from this small survey indicates that in Jharkhand home deliveries are the norm, with 
largely live births. The state PIP also mentions that 77 per cent deliveries take place at home. 
According to data provided in the DHAP (eg - Dumka, Saraikela for the preceding year 2005- 
2006) there were just 3 per cent institutional deliveries; more significant is the fact that all home 
deliveries were assisted largely by trained dais, or a health worker, and less than 1 per cent of 
the home deliveries were still births 


The Orissa CRM reports that the increase in institutional deliveries appears to be driven by 
financial incentives under JSY. While there is an increase in institutional deliveries, majority of 
these are at the district/sub-district level. Many new PHCs do not have labour rooms. Many 
SCs are running from rented buildings where there is no provision for ANM to stay. So deliveries 
at odd hours are referred to higher centre or take place at home. 


According to the UP CRM JSY is the major component of NRHM in UP, and is considered to 
be synonymous with it. 


Soha REGARDING VILLAGE HEALTH & SANITATION COMMITTEES 
SCs) 


Nearly 75 per cent of the villages surveyed (2006) did not have a VHSC. In 39 of the 45 villages 
surveyed in MP (2007) there were no VHSCs; in many of these there was no information about 
VHSCs nor about the grants to the committees. Of the remaining six some had received the 
grant of Rs 10,000. Only in one village the surveyors were told that a board for ASHA had been 
made with the grant money. From the 20 village discussions in some districts of Rajasthan, it 


emerged that no village health and sanitation committees have been f 
had not been started at village level. en formed, and health planning 
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In Chhattisgarh Village Health and Sanitation Committees were being formed across the state 
with Mitanin and Panchayat Secretary as signatories but untied funds were yet to reach; also 
bank accounts were being opened at Panchayat level instead of village level. 


In Maharashtra: 


O) Officially it has been claimed that VHSCs are formed at various places, however, in many 
places constituent members of this committee are only AWW and Sarpanch. 

C1 Inone District, AWW association got a court stay order since most of them don’tw ant 
to be the convener of VHSC and do not want to open and operate joint account with Sarpanch. 

C) These committees were hurriedly formed in order to transfer untied fund; there is complete 
lack of community level processes. 

O 


At the village level community members are generally totally unaware about existence of 
such committees. 


Wherever VHSCs exist, not all had neither received any training, nor the grant of Rs 10,000. 
Interactions with the village communities in the 5 districts in Tamil Nadu, which reports more 
than 10,000 VHSCs, showed that there was absolutely no awareness among the Panchayat 
representatives, SHG members and lay people on this issue. No one was aware of the presence 
of these committees, not about the untied funds and its potential use. 


In those where there is some committee, hardly 20 per cent of the VHSCs were reported to be 
doing IEC -kind of work: relating to malaria, TB, AIDS, FP, pulse polio, hygiene, assist ANM. 
None of them have been involved in preparing village health plans. 


DISTRICT HEALTH ACTION PLANS (DHAP) 


Decentralised Planning — There is provision of a grant of Rs 10 lakhs to every district for 
decentralized planning - nearly all districts were expected to have completed preparation of 
District Health Plan by March 2007. DHAPs from certain states are now available. In Jharkhand 
Health Plans for 17 of the 22 districts are available. However, large parts of the district plans 
are all identical to the state PIP! 


States like Rajasthan and Bihar had outsourced the task of preparation of District Plans. In 
Bihar District Health Plans of two districts were being prepared with UNICEF support. In the 
remaining it had been outsourced to EPOS, a German consulting agency. However, this had run 
into problems. 


So far there are no signs of genuine efforts towards participatory community level processes, or 
involvement of social and health sector organizations in the district planning process. 
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Three Years of NRHM 


Status of health services in tribal areas of western MP and response of the local tribals 


Public health services in the adivasi villages of remote Pati block in Badwani district, MP. 

have been grossly deficient for years. None of the three PHCs in Pati have even a single 
doctor since several years. In the CHC, generally most patients were required to purchase 
medicines from the medical store; the ambulance parked in the CHC had almost never been 

given to patients needing emergency transport, doctors in the CHC have been absent from 

the OPD from time to time, while asking patients to come to their residence for private 
consultation; a single needle was routinely being used to inject up to 10 patients; and staff 
have been reported to charge money from patients illegally. 


While many of these problems are common to rural public health services across the coun- 
try, it is the response of the people in the villages of Pati that is unique. As part of the 
community monitoring of health services under NRHM, members of VHCs started directly 
observing the key problems in the CHC on a regular basis. On 17" April 2008 a demonstra- 
tion was held at CHC Pati, where the BMO promised that ambulance facilities would be 
made available to needy patients. Yet, after this, there were shqcking cases of denial of 
healthcare including the tragic death of Reshmi Bai from village Ambi. She was brought 
from her distant village to the CHC on the afternoon of 2"! May 2008 with severe anaemia, 
and in a critical condition. Yet there was significant delay in giving her medical attention. 
She had a Deendayal Card that entitled her family to free services, yet the BMO denied her 
an ambulance to transport her to the district hospital in Badwani. Reshmi Bai died that 
evening without receiving any medical attention. 


Following another demonstration and no substantial improvement in the CHC the people 
decided to camp in the CHC and organize direct collective monitoring of health services 
until some definite improvements were achieved. From 19-21 May 2008 between 50-200 
people, members of VHCs and ASHAs, camped in turns at the CHC premises. They set up 
a Peoples health information centre on the premises and gave information to patients ap- 
proaching the CHC regarding the services and facilities they should be receive as their 
right. Over 60 posters were put up explaining 2 range of issues regarding health rights. 


The continuous presence of such large numbers of VHC members and ASHAs led to some 
temporary improvements. All patients were given medicines from the CHC, with not a 
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single person being sent to the medical store; each patient was injected with a separate 
needle and syringe, and the doctors were available in the OPD throughout the working 
hours. On the afternoon of 22" May, after the OPD closed, both the regular MOs of the 
CHC (there are only 2 full-time public health doctors in place for entire Pati Block) were 
invited for a dialogue with the people present. They were asked about their problems and 
limitations in giving good quality healthcare. The MOs talked about the lack of staff as a 
major problem, which needed to be addressed by action at district and state levels. Then 
the issue of inadequate field level services by ANMs and MPWs was raised, noting that no 
routine immunization has taken place in certain villages since a year. The need to ensure 
that the ANMs and MPWs carry basic medicines with them was also accepted by the MOs 
and they promised to give a list of 12-15 medicines for simple illnesses. A number of ‘rules’ 
for the CHC were laid down, written on posters with the doctors’ signatures, and put up 
prominently in the CHC. Among these ‘rules’ were: All patients will be provided all neces- 
sary medicines from the CHC; Patients with ordinary illnesses will be given, as per need, 
medicines for three days (in contrast to the present practice of people from remote villages 
being sent back with a single dose, or a single day’s supply). 


The fact that a major agitation has been required to get such basic issues as medicines and 
transport accepted speaks volumes of the existing state of affairs regarding public health 
services. 


On 27" May, braving the scorching sun and heat of May, over a thousand people held a 
demonstration outside the District Hospital, Badwani, to demand substantial improvement 
in services at the hospital as well 
as in the primary health services 
in the rural areas of the district. 
They had a nearly two and a half- 
hour long dialogue with the Civil 
Surgeon, CMHO and the SDM of 
Badwani district. Among a range 
of issues raised special mention 
was made of the peculiar state of 
the ultrasonography machine in 
the DH which is frequently ‘out 
of order’, including for the past 
seven months. (It 18 0 
Jan Samvad in Khetia PHC Pansemal Block 
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coincidence that the hospital sonography machine 1s operated by a radiologist who has his 


own flourishing private sonography clinic). The Rogi Kalyan Samiti for the DH came 


under the scanner, with evidence of large scale non-recovery of funds from rented shops 


and questionable use of funds. /t was demanded that the RKS accounts be made public on 
a regular basis, which was accepted by the Civil Surgeon, and a meeting of the DH RKS 
was organized the same afternoon. However, the request for a couple of observers from 
among the people present to be allowed to attend the RKS meeting was flatly turned down 
by the Civil Surgeon. This gives an idea of the completely non-democratic nature of the 
RKS, which consists of a closed group of officials and an occasional political representative. 
The issue of medicines was also raised, and it was argued that sufficient funds were available 


to provide the essential medicines to all patients. 


It is instructive, and inspiring, that hundreds of largely non-literate adivasi people, who 
have to wage a hard struggle for their daily subsistence, devoted so much time and effort to 
improve the local public health system. This is in sharp contrast to the apathy of the health 
officials, who are supposed to be providing them the health services, yet who did not even 
visit Pati CHC despite repeated invitations from the people. 


(Based on the reports of the local health activists from CHC Pati, and DH, Badwani). 
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SECTION II 


OTHER DEVELOPMENTS IN 
THE HEALTH SECTOR 


No regulations yet for private sector, now being renamed as non-governmental sector 


One finds that instead of calling the private sector in health as ‘the private sector’, the Operational 
Framework of NRHM now talks of the non-governmental sector. It includes both, the commercial 
for-profit sector and the non-for profit sector in this category of non-governmental sector. By 
clubbing the two together thus, there appears to be an attempt to obfuscate the host of issues 
surrounding the functioning of the vast commercial private sector, and related concerns. 


Further, according to the Operational Framework ‘the NRHM attempts to provide people friendly 
regulation framework that promotes ethical practice in the non-governmental sector’. 


However, so far we see no steps in the direction of establishing such a regulatory framework. A 
Clinical Establishments (Registration and Regulation) Bill has been recently introduced. 
However, this bill largely focuses on registration of clinical establishments, and does not explicitly 
lay down standards, does not clearly define clinical establishments, and has no provision for 
protection of patients’ needs and nghts. Furthermore, accountability and implementation measures 
appear weak. 


Creation of Parallel Management Structures — Administrative and Financial Management 
of NRHM at State Level 


A separate institutional structure is being set up in the states for implementation of the 
NRHM. While the Mission would function under the overall guidance of a State Health Mission 
headed by the state Chief Minister, the functions under the Mission would be carried out through 
the State Health & Family Welfare Society (SHS), with support from the State Programme 
Management Unit (SPMU). The SHS shall serve as an additional managerial and technical 
capacity to the State Department of Health and Family Welfare. It will also receive, manage and 
account for the funds received from the Union Ministry of Health and Family Welfare. It will 
also manage the NGO and PPP components of NRHM in the State, function as resource centre 
for the State Health Department, and mobilize financial and non-financial resources 
complementing/supplementing the NRHM activities in the State. While the society shall receive 
cash assistance from the Government of India and grants from the State Govt, it can also receive 
grants and donations from trade, industry, institutions and individuals, and raise resources 
from disposal of assets. All appointments for the Society would be temporary and on contractual 
basis for a fixed tenure. Similarly, each district is to have a District Health Mission, with the 
CMO as the Mission Director, and the District Health Society to support the District Health 
Mission. 


The PMUs being set up under the NRHM process are all primarily for the purpose of RCH II 
programme — these PMUs will support not only RCH but the entire gamut of activities 


under NRHM. 


ee 
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One also finds that Professional Development Course for Capacity Building of MOs, — 
imparted by the National Institute of Health & Family Welfare, talks of training to — e 
needs of the changing health scenario: namely for implementation of the health sector re = 
at district level in tune with NRHM. Healthcare personnel are now expected to act as ‘agents 0 

change’, to ensure accessibility/availability/affordability of products and services, offered a 
an integral part of the HSRs in general, and of NRHM in particular. The reformed public healt 

sector will be better equipped to enter into partnerships with quality private service providers, 
thus increasing the potential to deliver better quality services in currently underserved areas, 


and to under-served population groups. 


There are several issues of concern with such measures. No doubt there is a need for financial 
and public health management skills, for policy development and planning at every level. 
However, while these piecemeal measures for financial management can be of some use, can 
they be effective by themselves to increase fund utilization, without also addressing the other 
deficiencies, especially that of shortage of doctors, specialists and other functionaries? While 
financial and managerial capacities are necessary, by themselves they cannot be sufficient to 
make the system function effectively. A comprehensive, need-based plan for human resources 
for the health sector is needed, that addresses the requirements in the health system of basic 
doctors, para-medical functionaries, and public health management skills. (see, for instance, 
lack of utilization of funds for hiring specialists in Tamil Nadu, in Section II — Discussion on 
Improving Healthcare Delivery Infrastructure). 


Secondly, as has been laid down for the Rogi Kalyan Samitis, the State Health Societies can 
also generate resources - by taking donations from trade, industry, etc. The SHSs are also to 
manage the PPP and NGO components of the NRHM in the state. We also find that the existing 
staff is being imparted managerial skills for dealing with private sector. Together, such measures 
raise grave concerns and apprehensions about the kind of managerial structures and skills that 


are being put in place namely skills to manage public private partnerships and private health 
service providers. 


One also needs to review existing experiences of setting up parallel structures in the name of 
autonomy, to administer / manage the health services at the state level. Such measures have 
been tried out in some states under the WB-funded Health Systems Development Project. The 
following has been the experience with the Punjab Health Systems Corporation. 
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The Punjab Health Systems Corporation (PHSC) was formed in 1996 under the World 
Bank aided Health Systems Development Project (which was implemented also in Karnataka 
and West Bengal at that time). The Corporation was incorporated through enactment of The 
Punjab Health Systems Corporation Act 1996, and the objective was to bring more administrative 
flexibility for implementation of the Second Health Systems Development Project, which was 
implemented with World Bank assistance to upgrade secondary health services. It was launched 
at an outlay of Rs 421.88 crore; financed through a soft World Bank loan (70 %), state government 


(20 %) and bank loans (10 %), to expand, improve and better administer curative and preventive 
secondary healthcare. 


The activities of the PHSC were: 


Comprehensive development of the dispensaries and hospitals, and purchase equipment 
and drugs. 

e Provide services of specialists and super-specialists; enter into collaboration for super 
specialties with health institutions in the country or abroad; 

e plan, construct and maintain commercial complexes, paying wards and provide diagnostic 
services and treatment on payment basis. The profits generated were to be used for the 
improvement of hospital and dispensaries. 

e Run public utility services and undertake other activity of commercial nature for delivery 

of health care within or without the hospital premises directly or in collaboration with 

private or voluntary agency on contract basis. 


166 institutions, including District Hospitals, Sub-divisional hospitals and CHCs, in rural and 
urban areas, And two training institutes — State Institute of Health & Family Welfare and State 
Institute of Nursing and Paramedical Sciences were handed over to the PHSC. 


Some findings regarding the performance of PHSC are: 


e Of the total financial outlay till 2001 only 70 % had been spent, of which 50 % was on 
renovation and construction, and 15 % on salaries. 

e Based on the performance review of the PHSC, within five years of the formation of the 
corporation the State Public Sector Disinvestment Commission recommended the closing 
down of PHSC as soon as the entire funds of this project stood utilized. It suggested that 
the Directorate of Health Services and Family Welfare should consolidate the gains made 
by the corporation, and the assets and liabilities be taken over by the Department of Health 

and Family Welfare. 


Independent assessment of the PHSC suggested that two parallel systems of health - state 
department and corporation - have added to the prevailing chaos in the health services. In 
addition, the ills of the earlier system — corruption, poor administration and favouritism- - 
continued to prevail in the new set up. The administration and management of PHSC remained 
the same. There were remote chances of self-sustainability of such experiments without continued 
budgetary support. Overall, now when the loan installments were almost over and the closure 
of PHSC was recommended, the state has ended up with more debt and worsened health services. 


I= 
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A AA 
Role of world bank and donor agencies in health sector 


ow referred to as development partners, shows that 


inati agencies, n ; 
Examination of the role of donor ag UN agencies and 


is signi i \- | and multilateral donors, 
there is significant presence of multiple bi-latera | . rs, 
World Bank, in the health sector, both at the state levels and in the union ministry of health. The 


nature of such presence is as follows: 


1. An examination of the state health systems reveals that 12 states have signed legally binding 
agreements with donor agencies, which have defined health sector reform (HSRs) or health 
sector development programmes (HSDPs) to be implemented in the respective states. DFID has 
such programmes for West Bengal, Orissa, Madhya Pradesh and Andhra Pradesh, and may have 
one in place for Bihar. USAID has programmes in Uttar Pradesh, Uttaranchal and Jharkhand. 
EC is/was present in Rajasthan, Chhattisgarh (and UP, Maharashtra). World Bank is funding 
HSDPs in Tamil Nadu, Karnataka, UP, Uttaranchal and has completed similar HSDPs in AP, 
Punjab, West Bengal, and Maharashtra. GTZ operates in Himachal and West Bengal. 


In addition, most funding agencies and the two UN agencies, UNICEF and UNFPA, have state 
level offices staffed by public health consultants and very often district level appointees, through 
whom they actively contribute to the drawing of state and district health plans for NRHM. A 
reading of these plans would show that the pet themes and priority agendas of each of the 
agencies operating in the state is faithfully represented in these plans. 


2. As far as the NRHM is concerned, it has four major funded components of which three — the 
components currently commanding the larger part of funds — are part of bilateral agreements, 
which the Government of India had signed with the bilateral agencies and/or World Bank, even 
before the NRHM plan was approved (see section III for details). These agreements have in- 
built conditionalities and independent monitoring mechanisms. 


3. The reforms initiated in the states by the WB-HSDP, RCH-I, through RNTCP, and later the 
EC-SIP programme, all stressed a changed management approach — they talked of primary 
healthcare by involving the community, decentralization, capacity building, and promoting 
mobile medical clinics, first referral and outreach services in tribal areas. These operated at all 
levels of the system — central, state, and district. 


From the Operational Framework of the NRHM and the developments in the field, it emerges 
that several measures that were taking place as part of RCH-I and of EC-SIP have now been 
incorporated into the NRHM. Measures such as: deploying community health workers 
(MITANINS/ASHAs); RKSs for hospital management; re-orientation, skill upgradation 

redeployment of existing doctors, hiring part time or contractual staff; PPPs - involvement of 
local practitioners in provision of RCH services through franchising of NGOs/private providers 

contracting out diagnostic and other services, decentralisation measures, district health plans, 
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all such measures being implemented in the NRHM have already been introduced in many 
districts over the past several years through the externally-assisted reform programmes, or as 
part of RCH-I, or EC-SIP. Similarly, measures such as preparation of PIPs, setting up PMUs 
for financial management had been suggested as part of RCH, and preparation of MoUs and 
performance-based funding to states had been taken up as part of the EC-SIP programme. 
Decentralized management structure such as State Health Society Sector Reform Cells at state 
level, integrated H & FW agencies at district level, and autonomous management bodies at 
facility level to improve the running of hospitals, were all piloted in various States. 


In fact the NRHM/RCH I, funded by GOI and the consortium of donors (development partners) 
is considered by the European Commission as an opportunity to carry forward and further 
develop the successful features of SIP. The SIP is considered to have provided many valuable 
pilot projects that have been brought forward to NRHM. 


4. Another development of concern is that bilateral and multilateral funding agencies have 
come to dominate an area of health sector now defined as technical assistance. While donor 
assistance may form a small proportion of the health budget, yet we find presence/participation 
of donors in financial, personnel, and policy areas that were previously not accessible, and 
deployment of donor consultants in supportive roles within the ministry*. Where external 
technical assistance is required by the programmes, consultants previously contracted by the 
donors are now contracted in collaboration with the local authorities. For instance: EPOS hired 
in Bihar for drawing up district plans; and UNFPA was to provide strategic guidance and technical 
expertise for the creation of the State Health Resource Centre in MP. 


The EC-SIP programme, was described as “an agreement between the EC and GOI for a 
partnership in the financing of the overall health & family welfare programme of the country, 
as well as in the policies and reforms to be implemented”. The donors working in the H & FW 
sector in India were all represented on the Task Forces set up for the macro-policy review 
initiated by the European Commission Technical Assistance (ECTA), and other policy making 
groups. The issue of co-ordination among the numerous agencies has been an area of attention 
for these ‘development partners’. The EC had recommended that instead of trying to allocate 
different development partners to different states and districts, it should actively begin promoting 
joint activities from the planning stage right through implementation and review stages. 
‘Development partners’ providing financial assistance to NRHM activities under the MoU 
mechanism are allowed to undertake field visits in any part of the State, and have access to such 
information as may be necessary to make an assessment of the progress of the health sector in 
general, and the activities included in the MoU (see MoU to be signed by states with union 
ministry, under NRHM). 


4 EPOS, Germany, and Options, UK, prepared the European Commission Sector Investment 
Programme (EC-SIP). 
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tional advisory panel for NRHM, comprising many aie 
health experts from the US headed by Jeffrey Sachs, which — — pon ce 
ini Iso is officially on this 
Minister and his entire team. The Gates foundation a : : me 
process officially contributes to the making of NRHM policy. This team mer patra 
with civil society’ before and after their meeting the minister, and is Suppose oO sah 
concerns of civil society to the Ministry. This team also offers to bring in lot more externa 


funds to help the NRHM. 


5. There are reports of an interna 


All these developments raise a host of concerns, such as: 
* Issue of more external funds and the conditionalities and agreements. 


* Concerns about the space available within NRHM for programmatic innovaticns, or for 
horizontal integration on infrastructure and human power, or for planning or monitoring. 
Such space appears to be very minimal. 


* — External experts sitting in decision-making bodies and contributing to policy-making and 
to technical assistance, at both states and centre. There is also the issue of the very nature 
of technical assistance that is offered by the international agencies, and a question of 
sovereignty. 


* The fact that the donors are concerned about co-ordination among themselves, and are 
taking active steps towards co-ordination, by forming consortia and preserving their interests. 


* We find that several reform measures undertaken under the earlier donor-funded health 
sector reform programmes find a place in NRHM. Do we know to what extent these earlier 
reform projects have achieved their objectives?® 


The following two reports on the HSDP, as well as that of the PHSC described above, give an 
idea of the performance of such reform projects. 


According to the government’s own submission there is 
documentation and analyses’ of the implementation and i 
It is said that ‘ideas’ have become part of the health-se 
donor-assisted projects without sufficient evaluation of previous 
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PERFORMANCE REVIEW OF THE KARNATAKA HEALTH SYSTEMS 
DEVELOPMENT PROJECT (KHSDP) 


The KHSDP was launched in April 1996 with World Bank assistance at a cost of 
Rs 546 crore to strengthen secondary level healthcare (namely CHCs, area-sub-divisional 
and divisional level hospitals). It was to become operational by 2002. However, because of 
Slow progress it was extended by the World Bank to March 2004. The final cost of the project 
after completion was Rs 594.90 crore. 


A Project Governing Board (PGB) was established for taking major policy decisions, 
developing broad outlines for project implementation, reviewing and monitoring overall 


progress. A Steering Committee was formed to carry out the planning activities and functions 
of the PGB. 


Audit report for the year ending 31* March 2003 came up with following findings. 


(a) Cost of civil construction works (renovation, expansion) had increased by Rs 234.42 
crores due to changes in scope of work after the works were started or were under 
execution. To give an example: owing to preparation of designs, drawings, plans and 
estimates by empanelled architects without reference to the actual site conditions, large 
scale deviations were noticed and hence additional quantities and extra items of work 
were executed at extra expenditure. Consultancy charges to empanelled architects thus 
turned out to be unproductive. Several other irregularities were observed in the civil 
works. 

There were deviations to original plan of procurement and distribution, and non-utilization 
or poor utilization of equipment. Equipment worth Rs 1.06 crore more than the assessed 
requirements had been purchased, while several essential items (like x-ray machines) 
had not been procured or were short of assessments, despite availability of sufficient 
funds. 

Lack of consistent procedure in procurement of drugs, resulting in non-supply or short 
supply of drugs. In addition, sub-standard drugs had also been procured. The Project 
cost of Rs 41.81 crore for supply of drugs/medicines had been reduced to Rs 26.61 
crores in revised estimates without stating any reasons. Some of the irregularities were: 
Drugs/medicines on verge of expiry were transferred from 6 hospitals to PHCs. There 
was issue/administration of time-barred tetanus toxoid (TT) imjection in 3 hospitals. 
88,500 ampoules of injection diazepam had been procured by the project authorities 
during March 1999 and supplied to 88 hosptials. Drug Controller declared them sub- 
standard in October 1999, by which time 52,000 ampoules had already been administered. 
No action was forthcoming against the concerned firm. 
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While ambulances were not procured for 24 hosptials, vehicles like jeeps and cars had 


been procured in contravention of prescribed norms. 
Due to shortage of specialists and paramedical staff at the first referral hospitals under 
the project there was low bed occupancy in them, and this was marked in the 30 and 50- 
bedded hospitals. Services had been affected in 147 out of 204 hospitals, ther wer no 
surgeons in 73, and 23 operation theatres were either idle or unutilized. 
Between 1997 and 2003 an amount of Rs 8.5 crore had been collected as user fees in 170 
hospitals, of which only Rs 4.41 crore had been utilized in 128 hospitals. Balance funds 
were kept in bank accounts in name of CEO- Zilla Parishad and District Surgeon. 
Project authorities unjustifiably continued the consultancy contracts for Finance and 
Project Management despite having Financial Advisors and Project Management Experts. 
(h) Funds upto the tune of Rs 3.80 crore had been unauthorisedly diverted for repairs, etc of 
buildings not covered in the project (residential and non-residential such as staff quarters, 


seminar hall, training centres, offices of the Health Department). 


While this was the status after eight years of reforms to improve infrastructure with loans 
from World Bank, in 2006 the Karnataka government went in for further loans from World 
Bank, now for the Karnataka Health Systems Development and Reform Project. 


Similar findings have bczn reported of the West Bengal HSDP. The SHSDP-II was jointly 
financed by the State government (15%) and the World Bank (30 % grant and 55 % loan 
bearing 12 % interest per annum). The Project Directorate procured huge quantities of various 
medical equipment/instruments etc, during 1998-2002 for supply to the project hospitals 
without assessing their actual requirements. The hospital authorities stated that the Project 
Authority never sought for any indent/requisition; rather they were directed by the Authority 
to receive items supplied to them. The hospital authorities stated that most of the equipment 
was unwanted because of either lack of proper infrastructure, or lack of technicians, or lack of 
suitable space/operation theatre, etc. Thus, as of April-May 2003 a large quantity of medical 
equipment remained unused and idle. Such infructuous expenditure 
(Rs 55.28 lakh coupled with interest burden of Rs 38 lakh) was all the more reprehensible, 
according to the Controller Auditor General (CAG), as the funds had been made available 
partially through the World Bank loan. Similarly, medicines had been procured during 1999- 
2002 in three project offices under the SHSDP ignoring the lower rates fixed by the health 
department. Such procurement in 2001 at the old higher rates prevailing in 1999-2000 resulted 
invan extra expenditure of Rs 53.39 lakh. While the Project Officers claimed to have supplied 
quality medicines, complains were received of supply of sub-standard medicines. 


lg the case of Punjab has been described earlier, in states like AP and Orissa buildings for 
C-CHC have been constructed under the Health Systems Development Projects, but are 


not being utilized due to non-sancti 
: on of staff and equipment, thus renderi 
‘unproductive and unfruitful’. : heen Sat 
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Decrease in routine immunisation - alarming increase in AFP cases — impact of pulse 
polio programme 


That there has been a decrease in the coverage of routine immunization in several states is now 
an established and accepted fact. It is also acknowledged in official circles, especially in UP 
and Bihar that this decrease is also due to the concentration on the pulse polio programme. 


In this context an area of concern is the decision of the union health ministry to suspend the 
license for production of vaccines at the three national public sector institutes. It is also reported 
that, while there is shortage of vaccines such for DPT in the states, however, states are not being 
allowed to make use of the stocks that are lying in Central Research Institute, Kasauli. While 
there are concerns about vaccine supply for the routine UIP, in such a situation there is 
announcement of introduction of pentavalent vaccine. A larger concern regarding immunization 
is the entry of GAVI financing now into the picture. The impact of all these on the goal of 
NRHM to bring about reduction in IMR needs to be considered. 


There continues to be an unacceptably large increase in number of acute flaccid paralysis (AFP) 
cases since 2000, as shown below. 


Pe Pleo | 
(June) 

Total 

am | | na 

cases 

Non 

Polio 1.76 | 1.87 | 1.97 6.43 7.35 

AFP rate 


There were already 16,040 AFP cases this year (as of June 2008), of which 275 were confirmed 
wild polio virus cases (270 cases of P3 and 5 of P1), and there were more than 100 vaccine 
virus cases. It needs to be noted that this increase in AFP cases is spread across all states, and 
is not concentrated in just UP and Bihar. However, such an epidemic of paralysis while there is 


© The GAVI Alliance (Global Alliance for Vaccines and Immunization) is touted as a major public-private alliance of 
all major ‘stakeholders’ in immunization. Launched in 2000, it includes developing country and donor governments, 
WHO, UNICEF, WB, the vaccine industry in both industrialized and industrializing countries, research and technical 
agencies, NGOs, and the Gates Foundation. A close ally of GAVI is the IFFlm — International Finance Facility for 
Immunization, a new international ‘development institution’ designed to accelerate the availability of funds to be 
used for health and immunization programmes through GAVI in 70 of the poorest countries. In October 2006 the 
IFFIm launched a supranational bond to raise funds from potential investors, with the WB as its treasury manager 
and the Deutsche Bank and Goldman Sachs as lead managers. This is being projected as a new way of funding 
international development, and addressing the ‘seemingly intractable problems of poor nations’ with a tried and 


true model from the world of business. 
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an ongoing ‘elimination programme ’ is being explained away ‘by ya ‘ that ipiaasotairs | 
support) to be due to ‘excellent surveillance’, instead of un erta ing ne dpi Sey 

epidemiologic investigation into the steady increase. Such callousness is more ; ve mits fe 
the attitude of the National Polio Surveillance Project (NPSP) that it is a lau a e ren , 
vaccinated children are getting polio because it shows that more children are being vaccinated: 


STATUS OF SURVEILLANCE 

Researchers have also found that most cases of AFP were not being followed up, unless 
the wild polio virus was detected in the stools. For instance: in 2005 of the 10264 cases of 
AFP in UP. 209 were confirmed or compatible with polio. Of the remaining 10,055 only 
2553 were followed up; of these 898 had residual paralysis (that would qualify them to be 


diagnosed as polio using the old definition) and 217 died! Projecting these figures on those 
not followed up shows that approximately 4800 cases either had residual paralysis (polio) 
or died in UP after acquiring non polio AFP in 2005. This figure must be compared to the 
all India figure of 4793 cases of polio in 1994, before the start of this eradication programme! 
(Editorial - Indian Journal of Medical Research January 2007 ) 


A related concern is the vast amount of resources, financial and human, that continue to be used 
up for this programme’ , as also the intention to now introduce inactivated polio vaccine (IPV). 
There have also been reports of shortage of oral polio vaccine in some states for routine 
immunization. 


The adverse impact of the pulse polio programme on Routine Immunization, and other serious 
problems in conceptualization of the pulse polio programme, have all been repeatedly brought 
to the attention of the ministry by concerned public health professionals and civil society 
organisations, asking for a comprehensive review of the entire programme. However, this 
programme has been only intensified 


“4 While the general impression sought to be created is that the eradication programme receives generous external 
funds, in reality it is only partially true. External contributions have been matched by national resources from 
the concerned governments — financial and non-monetary. The financial contributions have come from governments 
NGOs and private sector, at the national, state, district and local community levels to cover petrol, social mobilization, 
training and other costs. In fact, of the expenditure so far of $ 4.5 bn at the global level, a conservative estimate based 
on the time of volunteers and health workers during the NIDs (the most labour-intensive part of the programme) 
indicates that the countries would have contributed at least $ 2.35 bn in volunteer time alone. For instance: the Indian 


government pays 46 % of the total costs incurred on the polio eradicaton campaigns, while i 
; e it bears 85-90 9 
recurrent costs for the EPI (Expanded Programme of Immunisation). Tia ane 


Since 1995 the finances for the programme in India are bein inati 
| g met by a combination of bilateral grants from various 
ating deg agencies, government spending (namely domestic budgetary allocations) and loans from World 
sm : ‘s 000 the government took a loan of US $ 142.6 mn to meet costs during 2001-2004 of polio eradication 
strengthening routine immunization( $ 38 mn) and develop a framework for vaccine preventable diseases ($ 4.4 mn). 


CE 
a ee 
64 


People's Rural Health Watch : Jan Swasthya Abhiyan - June 2008 


ea OF CORRUPTION IN THE HEALTH SECTOR IN SEVERAL 
ES. 


IRREGULARITIES IN WORLD BANK FUNDED PROJECTS IN STATES 


In 2006 investigations by World Bank itself have found instances of “serious 


deficiencies in procurement practices” in its projects. The World Bank and the 
Government of India have agreed to implement a ‘strong action lan’ aimed at addressing 
collusion and corruption in procurement across the health sector. 


Last year there have been several reports of corruption and irregularities in several projects in 
the Health Sector. According to World Bank reports itself there was evidence that “RCH1 was 
subject to systemic fraud and corruption through (i) bribery of procurement support agencies 
(PSA) and government officials; (ii) Falsification of performange certificates; (iii) Collusion 
among bidders; and (iv) coercion of companies by Cartel members and PSA officials”. The 
details include drugs that were “substandard” in quality, yet cost more than World Bank stan- 
dards allow, and glass syringes that did not meet international standards. According to the re- 
port there have been “substantial loses” into tens of millions of dollars or more, as well as 
evidence of corruptions risk in other health care projects in India. 


The World Bank has also reported corruption in the Orissa Health System Development Project. 
Areview by the International Development Association of this project found that Rs. 111 crore, 
meant for upgrading district and sub-district level hospital, had remained unutilized; equip- 
ment purchased were sub-standard; uninitiated er incomplete civil works had been given comple- 
tion certificates. 


In Madhya Pradesh there have been reports of purchase by the Health Department of large 
number of laparoscopes at much higher costs than the market rates; reports of large scale cor- 
ruption in clearing tenders to run Mobile Health Units in 18 distri¢ts. The MP CRM report 


records that there is a complaint against Health Department Official concerning mismanage- 
ment of funds of Pulse Polio Programme. 


Such instances of corruption are of grave concern in the context of NRHM where large scale 
flow of funds is taking place (as in Janani Suraksha Yojana), and not much change ts apparent 
as far as administrative issues are concerned. 
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Specific Case Of Denial Of Health Services In Dantewada District, Chattisgarh 


A visit to Dantewada District in June 2007, by few members associated with J SA and Medico 
Friend Circle revealed that there is a serious crisis prevailing there vis-a-vis health status 
and access to health services. In Dantewada, since 2005 at least 3 lakh people have seis 
displaced by the Sal/wa Judum, the anti-insurgency campaign of the government against the 
naxalites. About 50,000 tribals were reported to be resettled in relief camps set up by the 
district administration. Life in these relief camps 1s miserable there are serious problems of 
lack of livelihood, food insecurity, overall atmosphere of continuous fear, and restrictions 
on movement. People living in camps suffer from significant untreated morbidity, and seem 
to receive only periodic or occasional health services. An equally serious fact is that people 
who have not come to the camps, and continue living in the villages are all deemed ‘Maoist’, 
and are not being reached by the public health system at all. This situation seems to be 
largely due to intimidation of health personnel by the Sa/wa Judum, amounting to an 
extremely serious violation of health rights of lakhs of people. The public health system 
was working under great strain. There 
was a significant sense of fear among 
the health personnel. There were several 
reports of public health staff being 
harassed by Salwa Judum even if 
suspected of going to the ‘other side’ to 
provide services. This ‘blockade’ has 
reached such proportions that over 300 
villages have not been reached by the 
public health system for more than two 
years. Even prior to Salwa Judum, the 
baseline situation regarding people’ 
access to health services in the area is 
likely to have been weil below the desired 
level. However, after Salwa Judum, with 
society in many areas being completely 
divided into camps and villages ‘on the other side » the public health situation seems to 
have definitely worsened. (for detailed report see www. phm-india.org ). 


Armed SPOs (Special Police Officers) in Mirtur Camp 


Provision of health services also by two voluntary organizations, the Vanvasi Chetna Ashram 
and the Medecins sans Frontieres, was being hampered by the Salwa Judum. The Vanvasi 


Chetana Ashram, in Dantewada, was also facing various forms of harassment, including an 
eviction notice served on them. 


Provision of health services is universally 
respected and allowed even in war zones an 


there is a serious situation of denial of heal 
their provisions. 


recognized as a humanitarian activity to be 
d conflict situations. However, in Chattisgarh 
th services as well as creating impediments in 
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SECTION III 


BUDGETARY ALLOCATIONS AND 
FINANCING UNDER NRHM 


eo 
In the 2005-2006 budget there was no separate head for the NRHM. NRHM was simply used as 
an umbrella under which the existing RCH and NDCPs had been repositioned. Since there has 
been some increase in allocation for health, and a separate budget head has been created for 
NRHM since the 2006-2007 budget, it is worthwhile to look at how the increased money is 
being spent, what are the components that are getting priority, etc.. 


The money under NRHM continues to be spent as before, on: 


e Family Welfare Programmes that includes RCH II, Routine Immunisation and pulse 
polio immunization. 

e In addition, fo fill the gaps in the existing programmes with respect to infrastructure 
and service delivery, a category ‘Additionalities under NRHM’ has been created within 
the NRHM category. Funds under this will be spent on ASHA progamme, untied funds 
for SC-PHC, funds for CHC upgradation, annual maintenance grants for PHCs & CHCs, 
for Mobile Medical Units, for constitution of Rogi Kalyan Samitis, for district planning 
activities. 

e National Disease Control Prcgrammes 


Henceforth all multi-lateral/bilateral funding for healthcare in rural areas would not be for new 
programmes or for renewal of existing programmes, but will flow as support to NRHM. The 
NRHM is to operate as an omnibus broadband programme by integrating all vertical health 
programmes; these would operate as sub-components of the NRHM. 


We see that presently the budgetary provisions for NRHM are under four main parts: 


Part A — is the RCH-!I programme, the most important of these four. It 1s this component that 
currently commands the larger part of funds, and is part of bilateral agreements with in built 
conditionalities and independent monitoring mechanisms which the government of India had 
signed with these agencies even before the NRHM plan was approved. This programme is 
funded and supported by a consortium comprising the World Bank and seven bilateral partners 
- USAID, DFID, UNICEF, UNFPA, GTZ, JICA and EC, though the last three are relatively 
minor players. Another part of it for the four large Hindi speaking states 1s iucked in by the 
Norway India Partnership Initiative (NIPI). Presently, Janani Suraksha Yojana (JSY) is part of 
RCH-II. Community based monitoring (CBM) is also one of the non-negotiable signed 
conditionalities of the RCH-II component. 


Part B — comprises the NRHM additionalities is GOI funding and not part of any agreement. 
They are purely tax based. Under this come PHC strengthening, ASHA, untied funds of various 
sorts, district planning, village health planning, village health and sanitation committees. There 
is an overlap in strengthening of PHCs, CHCs to achieve IPHS norms under this part B and in 
upgrading CHCs to become Cemon¢ centers and making 24X7 PHCs, which is RCH-II. 


| SECU > sree reer eee nnn, ea EEE 
People’s Rural Health Watch : Jan Swasthya Abhiyan - June 2008 67 


EE =o 
Part C - is the immunization programme which has the donor consortium listed above in Part 
A, as well as WHO and GAVI. 


Part D - comprises the disease control programmes. Of these the major malaria control 
programmes, the RNTCP and the IDSP programmes are frozen in by strict bilateral agreements, 


mainly with the World Bank. 
In addition food and drug control is also under World Bank assistance. We must also note that 


almost equivalent in funding size is the AIDS control programme, which is also supported by 
the same major donors. 


There is a requirement to keep all these donor funds distinct in the accounting process. Most of 
RCH funds are not loans - most donors have given only grants — and only WB gives loans. 


The budgetary allocations are shown below in Tables III.1 & IIl.2. 


Table Ill.1 
In Crores of Rupees 


Major Heads 2005-2006 | 2006-2007 | 2007-2008 | 2008-2009 
Revised Budget Revised 
9675.83 12545.88 14500.00 16968.25 


9650.83 12470.20 14293.90 | 16094.82 


25.00 75.68 206.10 873.43 
(1) HEALTH 2719.04 3237.49 3520.99 | 4581.25 
1) NRHM 6075.17 8141.90 9634.81 10786.25 


National Disease 648.59 755.64 885.38 1072.2 
Control Programme 

Direction and 228.04 236.39 199.81 324.78 
Administration 


1259.43 1494.56 1946.74 2335.59 


Rural Family 
Welfare Services 
(Sub-centres)* 


Welfare Services 
336.68 
a 
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Immunization 


Pulse Polio 
Immunization 


806.83 1004.00 1100.58 1042.13 


121.91 126.93 155.98 171.07 


Training 109.58 116.99 122.74 155.72 
Institutions under 
States and Centre 
43.18 50.70 58.64 14.07 
Institutes 
Mission Flexible 1530.88 2682.72 1950.83 
Pool'°® 
RCH Flexible 1781.42 1529.95 1623.58 2235.75 
Pool '! 
Other services 377.96 205.57 50.01 50.01 
— Area Projects '” 


Other Welfare! 85.16 79.86 92.16 188.51 
Schemes 


8 All the Sub-Centres are being funded by Central Government w.e.f. 1.4.2002 under the Swap proposal. 

Under this supplies of drugs, equipments and other consumables are made to Sub-Centres, PHCs and other FRUs, 

as appropriate, for providing MCH care. Also grants are given to NIHFW to impart training to trainers from the 

States in various aspects of RCH activities. 

'0 This provides for activities like ASHA, up gradation of CHCs & PHCs to FRU and IPHS, constitution of RKS & 

DHMC, mobile medical units, untied funds for Sub-Centres, preparation of DAP, supply of water testing kit to 

village level worker, etc through State & District level Societies. These activities would continue upto the end of 

Eleventh Plan in a phased manner. 

This Flexible Pool incorporates ‘Pooled ‘funds of external funding agencies such as World Bank, DFID and 

UNFPA. It supports decentralized planning and flexible programming by the States including development of 

PIPs, and community based monitoring and evaluation. The States, however, have to adhere to GOI guidelines 

and their respective financial and administrative rules and procedures. This includes funds for JSY. 

'2 Area Projects covers IPPs, EC assisted SIP, SIFPSA, UNFPA assisted 6" country programe (CP-6 Project) these 
are implemented with the assistance of World Bank and other international Donor Agencies in selected States and 
backward districts. The main objective of these is to reduce maternal and child mortality and morbidity, as well as 
birth rate and to increase the CPR. These are considered to have contributed greatly to the development of the 
physical facilities and improvement in the quality of health and family welfare services. The SIFPSA project, 
started in UP, has now been extended to Uttarakhand and Jharkhand. It has the objective of increasing delivery of 
RCH services through the private sector, and strengthening capacity of the public sector to manage provision of 
public and private RCH services. . 

13 This includes Family Welfare Linked Health Insurance Plan and NGOs (PPPs). NGOs are to be involved to 


facilitate services delivery in addition to health education and awareness programmes. 
ee ae 
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Table I11.2 
Breakup of allocations under HEALTH in the Department of Health and Family 
Welfare Budget 


Major Heads 2005-2006 2006-2007 2007-2008 2008-2009 
Revised Budget Revised 


/() Health _—_—_—|_2719.04 3237.49 3520.99 os 


A. Hospitals & he 70 To 25 ae a 80 
Dispensaries 


B. Medical 1308.76 1436.64 1467.81 1658.91 
Education 
Training & 
Research 


Br ANMS 455.26 488.86 470.00 452.00 


B.2 Est. of 6 = 75.00 90.00 490.00 


AIIMS Type 
858.38 1198.54 1297.28 2163.80 


Institutions & 
476.50 636.67 858.39 993.00 


Upgrading State 
Govt. Hospitals 
Sa = = 


Public Health 


C.1 National AIDS 
=e 600.00 100.00 


Control 
(both tables compiled from www.indiab ici ba 
Indiabudget.nic.in — D d 
Health & Family Welfare) emand for grants of Ministry of 


ete 
eset 
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We find that: 


(1) 


a) 


(iii) 
(iv) 


(v) 


(vi) 


(vii) 


(vill) 


As such under NRHM no new (structural) measures have been introduced, which can 
be seen to be contributing to strengthening the health infrastructure. Much of the 
budget heads that were previously under Family Welfare have now been merely re- 
positioned and placed under NRHM. 


While there is an increase in total allocation for health, however, the rate of increase 
has fallen sharply after the 2006-07 budget, when there was a 
30 per cent increase, from Rs 9675.83 crores to Rs 12545.88 crores. Since then it has 
reduced to around 16-17 per cent. 


The allocation for health is still around 0.9% of GDP. 


Since 2005 the allocation for the health component in the budget allocation has increased 
by about 48 per cent, whereas that for the NRHM component has gone up by 77 per 
cent. 


The rate of increase for NRHM components has fallen from 34 per cent to 
18 per cent to 11 per cent between 2005 and 2008. 


Under the NRHM components there has been a reduction by 27 per cent of the allocation 
for the Mission Flexible Pool. It is this component which provides for the additionalities 
—ASHA programme, untied funds, etc, which together have been allotted Rs. 1950.83 
crores only. At the same time the allocation for RCH flexible pool has gone up by 37 
per cent to Rs 2235.75 crores. 


A somewhat positive trend is the increase for the components contributing to sub- 
centre functions — an 85 per cent increase since the beginning of the Mission for sub- 
centers; and a hefty increase for the RCH project (although still small in amount), 
which provides for supply of drugs, equipments and other consumables to SC-PHC- 
CHC, for MCH care. 


We see that the allocations continue to follow the earlier trends, with NRHM getting 
nearly twice that of the Health component. This is an area of concern as the NRHM 
component of the budget is largely for family welfare/family planning. It is this which 
gets more funds as against the Health component that 1s meant for all public health 
related programmes, medical education, training and research, as well as supporting 
several specialized/tertiary level institutions across the country, such as Regional Cancer 
Centres under the National Cancr Control Programme. 
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(xiv) 


Within NRHM the RCH II components subsumed under several heads, gets nearly half 
the amount. The pulse polio programme continues to get nearly 
Rs. 1000 crores'* as against Rs 466.30 crores for routine immunization which covers 
more than 6 vaccine preventable diseases in children as well as tetanus vaccination for 
pregnant women. The disease control programmes, which also covers more than 6 
serious communicable and non-communicable diseases, get only Rs. 1072 crores. 


The allocation for the National AIDS Control Programme has gone up over the years, 
and stands at Rs. 993 crores. This is nearly half the total allocation for Public Health 


under the Health budget allocation (see table III.2). 


Several new items appear in the budget allocations. Such as in the Public Health 
Component there are items such as Human Resources for Health, Oversight Committee, 
and Health Insurance. It is not clear how the item Human Resources for Health would 
be different from Medical Education Training and Research component under Health. 


Further, 2008-2009 budget has an allocation (of Rs.531.75 crores) for a Department of 
Health Research. Apart from the ICMR this has allocations for Inter-Sectoral 
Coordination in Medical, Biomedical and Health Research, Advanced Training in 
Research in medicine and health, and International Cooperation in Medical and Health 
Research. 


A five-year tax holiday has been announced for setting up hospitals in Grade-II and 
Grade-III cities. (In June 2008 Apollo Hospital Enterprise Ltd. announced plans to add 
2164 more beds in the next two years and would “now focus on moving to Tier-II 
cities.”’) 


The allocation for Department of Ayurveda, Yoga & Naturopathy, Unani, Siddha and 
Homeopathy (AYUSH) has been increased from Rs 474.34 crores to Rs. 623 crores. 
This includes an allocation of Rs. 107 crores to States for integrating AYUSH in the 
National Healthcare Network, and creating (AYUSH) facilities in PHCs, CHCs and 
District Hospitals. 


Cnet niniprvnenntsases ae ee te 
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State Finances 


r 


Fiscal priority to social sectors, defined as the ratio of Social Sector Expenditure 
(SSE) to total expenditure, on an average, has been nearly 37% during the 1990s. 
This ratio has shown a declining trend since 1998-99 to reach 35.9% in 2007-2008 
(State Finances: a study of budgets of 2007-08, Statement 48: Social Sector 
Expenditure to Total Expenditure). 


In terms of composition of SSE during 1990-2005 revenue expenditure constituted 
92%, while capital outlay constituted 5.5% only. 


Expenditure on education, comprising 52%, has been the major component followed 
by health. 


The revenue expenditure on health as percentage of total expenditure has decreased 
steadily in the last decade, from around 10.7 (1997-98) to 8.7 (2007-08).The capital 
outlay on Medical and Public Health shows an increase from 0.6% in 1999-2000 to 
1.3% in 2007-08 (BE). (State Finances: a study of budgets of 2007-08, Appendix 
Table 17: Composition of Social Sector Expenditure as percent of Total Expenditure). 


During this period expenditure on health showed a declining trend, comprising just 
13.5% of the expenditure on social services. Of this 94% constituted revenue 
expenditure. 


Table III.3: Expenditure on Medical & Public Health as percentage of expenditure on 
Social Services 


Item 


Medical 
& Public 
Health 


1990-95 1996-00 2001-05 2005-06 2006-07 2007-08 
avg/ avg avg accnts RE BE 
16.0 12.6 11.7 11.6 11.7 iZ3 


(Source : State finances: a study of budgets 2007-08, Table 11: Expenditure on Social Services 
Composition, pg 26) 
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Table ILI.4: State wise Revenue Expenditure on Medical and Public Health, and Family 


Welf: ince 2005 
elfare SI (In Rs. Crores) 


State 2004-05 (Accts) 2005-06 (Rev.est) | 2006-07 (Rev.est) | 2007-08 (BE) 
M&PH FW M&PH FW M&PH FW M&PH FW 


Inarkhand 188.60 


Madhya 741.29 114.88 | 848.01 145.27 | 960.03 120.19 |990.25 184.88 
Pradesh 


Rajasthan 982.93 |156.03 | 1008.75 | 185.52 | 1090.44 | 194.25 | 1237.61 | 251.60 


Uttar 1382.78 |406.16 | 2395.16 | 484.06 | 2658.61 |543.64 |2961.48 | 532.32 
Pradesh 


230.72 | 1035.21 | 185.16 
Chhattisgarh o4s38 [32.21 sin62 | 5728 73.75 

-— [76.6 | m8 re 
Maharashtra 175.23 315.18 


Tamilnadu 1111.30 |192.86 | 1189.97 | 280.15 299.07 |1800.12 | 345.00 
Karnataka 858.76 |176.85 | 1010.46 | 152.36 210.71 | 1434.78 | 216.86 


All States 15897.96 | 2558.17 | 20042.91 3523.51 |23791.69 3856.97 


(Source : State Finances — A Study of Budgets 2006-07, 2007-08, by Reserve Bank of India) 


363.41 


553.83 


(2) 
= 
a 
n 
bo) 


930.06 


2167.61 
1538.79 


Q 
& 
ro) 
Lom } 
9 
- 


1212.69 


3327.26 | 21453.27 
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p 


Rs. in Crore 


Revenue Exp. 
Capital Exp. 


1014.85 
876.94 


Jhavidiand = 
Revenue Exp. 
Capital ae 


245.4 7 eB 427.2 531.6 
250.3 242.6 22k.7 388.8 472.3 
yh a | 2.8 15.8 38.4 593 


M ava 

Pradesh 
(Total) 
Revenue Exp. 
is kao 


997 913 1033 1078 1203 1313 


Raja asthan 


(Total) 

Revenue Exp. 973 899 1014 1049 1137 1246 
C is tes a 24 14 19 29 66 67 

4301.83 


1376.51 1579.27 | 1896.57 | 2254.89 | 3067.43 


Uttar Pradesh 
(Total) 


2820.16 
1481.67 


2595.61 
471.82 


2037.35 
217.64 


1753.85 
142.72 


1565.01 
14.26 


1356.11 
20.40 


Revenue Exp. 
Capital Exp." 


2005-06 to 2006-07 was mainly in respect of construction 
works in Govt. Medical Colleges at Azamgarh, Kannauj, Jalaun, and Jhansi, under medical education and training, 
followed by construction of buildings for new CHCs (Rs. 296.66 crores) 


15 The significant increase in capital expenditure from 
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Table I11.6: Public Expenditure on Health as proportion of total expenditure and 
GDP 


center total states - center total 


) 1999-2000 4.80 L235 3.34 0.78 0.26 1.04 


2001-2002 4.4] i= 3a 0.73 0.30 1.03 


2003-2004 


(From: Planning Commission (2005) Mid-Term Appraisal of the Tenth Plan) 


Regarding State wise Revenue Expenditure on health we find: 


|. The expenditure on Medical and Public Health has increased across all States by 10.9% 
and that on Family Welfare by 9.4%. 


2. However, despite this increase, the overall expenditure on health as compared to total 
expenditure is declining. 


—————— i, 
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SECTION IV 


DISCUSSION 


— eee 
Some of the measures proposed and/or being taken under the NRHM can be considered to be 


positive when viewed against the crisis in health system in India, and the appalling condition of 
the rural health services in the past decade or so. These are: 


e The commitment to increase central budgetary allocation for health, and the increase 


over the past three years, although the rate of increase has slowed down after the initial 

30 % increase. 

The statement of intention to provide universal access to rural people to effective, 

equitable, affordable, and accountable primary health care. 

e The acceptance at the policy level of having a community health worker at the village 
level; and the appointment of ASHAs, even though there is limited conceptualization 
of the role of ASHA when viewed against the concept of Community Health Worker 
(CHW) that is advocated by practitioners of the CHW concept. 

e The formulation of Indian Public Health Standards (IPHS) for public health facilities, 

although these standards at present are basically hospital standards, whereas public 

health standards imply something more. 

Increasing number of nursing staff — such as having two ANMs at sub-centre 

The move towards having 24X7 PHCs 

Untied funds and maintenance grants for health facilities 

Increase in budget for drugs for PHCs and Rural Hospitals 

The mainstreaming of AYUSH into the rural health system, and integration of 

practitioners of Indian System of Medicine with the existing Modern System of 

Medicine. 

e The district has been given a predominant position, as the center of decentralized 
planning and action. 7 

e Inclusion of accountability and monitoring mechanisms, including community 
monitoring mechanisms. 


These measures, if implemented properly, would to some extent, improve rural primary health 
care services. While it would still fall short of the objectives of universal access to health 
services, still it would be a step in the direction of strengthening the primary health services. 


A. Has NRHM met some of its own promises? 


The foregoing description of the state findings gives an idea of the kind of distortions in the 
actual implementation of some of these measures. The picture that emerges Is as follows: 


e NRHMisconsidered by field-level health functionaries to be synonymous with ASHA 
and JSY. 


e However, the implementation of the ASHA programme 1S far from the way it was 
envisaged. There are distortions and irregularities in the selection of ASHA,; training 
and support systems need to be put in place if ASHAsare to be retained. Presently her 

re 
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role seems to be restricted solely to mobilizing women for institutional delivery and 
for family planning, and assistance to ANM for immunization and ANC. All this goes 
against the very conceptualisaton of ASHA in NRHM as a programme to facilitate 
community participation and health nghts. Lastly, there is not much infrastructural 
and back-up support in the CHCs-PHCs for villagers to have confidence in the 
mobilization by ASHAs to access public health services. 


e JSY is giving rise to conflict & competition between ASHA, ANM, AWW, dai, as well 
as corruption. Further, even if institutional deliveries may have gone up, the quality of 
care is far from satisfactory, and defeats the very purpose of institutional delivery. Lack 
of communication transport from remote areas is another problem not adequately 
addressed by the present system of simply giving money for transport. In such a 
situation the reported increase in institutional deliveries needs to be seen in the context 
of the cash incentives to the women, as well as to health functionaries in states like UP. 


e Wealso find cash incentives continue for sterilization, both for the concerned individual 
and the ‘motivator’. (In this context the following recommendation of the RCH-Review 
Mission for UP is a serious concern - ‘given the resource constraints in the state, the 
camp approach was still the only practical way of providing clinical FP services to the 
population’). 


e Even though the IPHS have been formulated, the actual measures at the level of health 
services, in terms of provision of ASHAs, upgrading to BEMOC-CeMOC centres, posting 
additional nurses at PHCs, 24X7 PHCs - are all towards providing institutional delivery 
and other services for pregnant women, and are not equipping the health centres for 
comprehensive health services. So the narrow emphasis on selected RCH services 
continues. 


¢ There is provision ofa limited package of services through the government health centres, 
rather than comprehensive services. Such as providing only services for delivery, 
abortion, and sterilization, immunization, and some disease control programmes for 


TB and malaria; organizing periodic health melas or visits by mobile units where there 
are no health centres. 


° We find that measures under the NRHM additionalities, such as releasing untied funds, 
maintenance grants, are not yet very effective in addressing the basic problems that one 
came across — that of lack of essential medicines, staff, transport, and other infrastructure 
at SC-CHC-PHC level. Although it has not emerged from the PRHW survey, however 
the Common Review Mission indicates that the availability of increased funds has had 
a mixed effect. That they have enabled improvements in some healthcare facilities by 
innovative Medical Officers. However, such changes are not generalized. What does 
emerge clearly is that at least in case of JSY and ASHA programmes funds are not bein 
used in the appropriate manner. Similarly, use of untied funds at SC level is also iy 


satisfactory-information that is available indicates underutilization, while in other states 
eee, octet 
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shows utilization as per instructions from the higher level health department staff, and 
not necessarily as per needs. 


As far as making available doctors and specialists is concerned, repeatedly, measures 
such as redeployment and multi skill training and contractual appointments are the only 
recommendations implemented / made. While no substantial measures are visible so 
far to address shortage of medical and supportive para-medical staff, there is emphasis 
on establishment of administrative and financial management systems, through setting 
up of Health Societies, Resource Centre at State and District levels, emphasis on MoUs 
and PIPs, and preparation of resource projections and expenditure plans. 


e As far as access to essential drugs is concerned, the NRHM framework states that in the 
long run it would ‘like the procurement to take place in a decentralized manner at the 
district level, and take up capacity building exercise for this purpose in right earnest’. 
We find that the simplest of medicines — chloroquin, IFA, antibiotics are not available 
regularly in the health centres. 


e Genuine measures for community involvement and decentralization processes are also 
not still visible under NRHM in a generalized form. Community involvement even in 
ASHA selection has been negligible. VHSCs are beginning to be constituted; however, 
as in ASHA selection, their mode of formation needs to be more transparent and 
participatory. DHAPs, which should have been the reference point for all activities and 
spending are beginning to come in only now from some states. 


e The community monitoring component has received negligible attention so far in the 
implementation process, and needs more support in its implementation. 


e While the increase in finances for health is inadequate, the increase is largely going for 
family welfare as has been happening so far. The allocation for public health is still 
around 1 % of GDP. RCH, pulse polio and AIDS control programme get the bulk of the 
allocations, with the remaining budget spread thin over many other components. 


Thus the implementation so far is characterized by several ‘packages’, which are being 
implemented in a not too satisfactory manner. The achievements of NRHM by the government 
in terms of sheer numbers of targets fulfilled (number of ASHAsS selected, number of JSY 
beneficiaries, number of PMUs set up, and so on) indicates that it is limited to such piecemeal. 
technical measures — increasing the number of institutional deliveries, number of ASHAs trained, 
number of 24x7 PHCs/FRUs operationalized, etc. 


B. Programmatic concerns that emerge 


While there are deficiencies and distortion in the implementation of the NRH\M, there are also 
deficiencies in the very design of some of them that need to be set right. Some of them have 
already been discussed earlier in the concerned sections. 
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ASHA programme: In the ASHA selection process continued insistence on ee ese 
should be dropped. Genuine community level processes in ASHA selection mee: ¢ facili ; 

by bringing in NGOs as the: first option, and it needs to become transparent an participa ory. 
There needs to be adequate and substantial training for ASHAs - in this regard suitable training 
materials for ASHAs with less or no education need to be developed. Proper mechanisms 
should be put in place for continuous support and follow-up activities with ASHA. Here again, 
NGOs should be involved in the training and support processes. Provision of base-line/fixed 
remuneration for ASHA for routine village level activities is essential. Activities such as treatment 
of common illnesses, escorting general patients, should be included in these activities. At present 
there is no attention to ASHA’s role as activist and community advocate as envisaged in the 


programme. This needs to be strengthened. 


Janani Suraksha Yojana: The quality of ante-natal care and during delivery in institutions needs 
to be attended to and improved. A related issue is to ensure regular and adequate availability of 
drugs like iron-folic acid for needy women. The serious problem of transport is another area 
that needs to be effectively addressed. The process of disbursement of cash incentives needs to 
be reviewed immediately. Improving the care in CHCs-PHCs would go a long way to promote 
institutional deliveries than the present incentive-based system. Ultimately, one needs to bear 
in mind that, given the large scale malnutrition and anaemia among women, JSY can be expected 
to have only a limited impact on the MMR and IMR. 


Availability of essential medicines: Jt is found that despite availability of funds there continue 
to be large-scale gaps and shortages in availability of essential medicines, with even basics like 
chloroquine, Iron Folic Acid (IFA) not being available for long periods in certain states. For 
procurement of medicines (and equipment) by the Union Ministry under the national disease 
control and other programmes, including the externally aided projects, the procurement of 
medicines has been undertaken through engagement of consultants. For instance: for RCH 
programme Hindustan Latex Ltd and Hospital Services Consultancy Corporation (HSCC) were 
the procurement agencies; for National Leprosy Eradication Programme World Health 
Organization (WHO) was the agency; for Enhanced Malaria Control Programme (NVBDCP) it 
was Rail India Technical and Economic Services (RITES); for TB Control Programme it was 
Hindustan Antibiotics Ltd and Pure Pharma Ltd; for IDSP it was HSCC, and so on. Thus. 
medicines were not being procured through the usual route of Medical Stores Organization. 
According to the Ministry consultants were hired keeping in view the difficulties in supply of 
medicines and drugs by the Medical Stores Organization (MSO)'*. While these agencies are 
called consultants they are actually contracted to carry out procurements. One needs to review 
why, despite such arrangements outside the departmental mechanisms, there is no assured 
availability of medicines at SC -PHC- CHC level. 


2 ene er a) | ee 
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As per audit reports, out of procurement worth Rs 6148.85 crores of medicines and 
udit ; materials between 2002-2007, 
the contribution of purchases by MSO was only Rs 171.05 crores, which constituted about 3 percent of the total 


expenditure. This indicates underutilization of the MSO, and | 
; arge-scale out 
consultants. L sourcing of procurement functions to 
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Availability of medical and supportive staff: The other striking finding, admitted even in 
government data, is the lack of doctors, specialists and other supportive personnel in the 
government facilities. On the other hand, there is also the phenomenon of the ever-growing 
private sector, of promotion of medical tourism, and of Indian doctors and nurses moving to 
developed countries. The argument of lack of availability of personnel for rural health facilities 
needs to reviewed against all these developments. For instance: the non-availability of specialists 
for the rural public health facilities is related to the strong ‘pull’ exercised by the private sector. 
Hence, a solution to the ‘problem of lack of doctors cannot be addressed by focusing exclusively 
on the public health system, while ignoring the private health sector that engages 80 % of the 


doctors. NRHM will have to address the effects of decades of ‘market failure’in medical education 
and healthcare. 


Rogi Kalyan Samitis: 


As already mentioned earlier there are several problems regarding the guidelines laid down for 
Rogi Kalyan Samitis, which are being set up in the name of Hospital Management Societies and 
for patient welfare. Such as (i) Composition of RKS — One finds that it is composed largely of 
several government functionaries and elected representatives. Further, those who pay large 
donations can become members. This creates a barrier to ordinary citizens/villagers from 
becoming members of such management bodies. Secondly, the influence of the local elite that 
owns/runs medicine shops, diagnostic laboratories, etc on the functioning of the hospital is a 
cause of concern. This raises questions of how representative a body the RKS is. (11) Measures 
by which RKS can raise resources — such as by renting out land in the premises of the hospital/ 
CHC to private laboratories/chemists’ shop, etc., raises similar concerns. (iii) Empowering the 
RKS to collect charges from patients is another matter of concern. While this has become a 
barrier to utilization of the government facilities by the poor, it is also found that these collections 
are either used in place of regular government spending. Or they have not been utilized at all 
for improvement of the hospital facilities, and are lying in the banks. Thus, the RKS as it is 
presently functioning is more a movement towards semi-privatization of the health services, 
than a genuine, participatory management body. 


C. Are PPPs and Privatisation the solution? 


On one hand, we see slow developments in strengthening/rejuvenating of the public sector. 
Measures/strategies, for comprehensive strengthening and improvement of the rural health 
facilities in terms of infrastructure, personnel, assured availability of essential medicines, 
provision of guaranteed services, accountability mechanisms, have not received much momentum. 
Thus areas critical to the functioning of a comprehensive healthcare system continue to be 
neglected, or at best, are addressed in a piecemeal fashion. 


On the other hand, there is implementation of semi-privatization and privatization options. 
¢ Firstly, by Promotion ofa particular model of Rogi Kalyan Samitis, privatization of hospital 


management is taking place. Secondly, some services are being contracted out. Ambulance 
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services are already privatized; now laboratory/diagnostic services are also being contracted 


out. In several states private Nursing Homes are being accredited for SY — and 
PHCs are also being contracted out. However, we find that in states like Bihar such 


partnerships are not delivering the services. 


¢ Promotion of outsourcing measures for activities such as recruitment, and preparation of 
district plans. 


¢ NGOs are being involved to provide services, at ‘rates lower than private sector’ - such as 
the launch of the MerryGold scheme by SIFPSA in UP. 


¢ Recent announcement by the Planning Commission to open the medical education sector 
completely for private sector participation — 60 new medical colleges and 225 nursing 
colleges to be set up through Public Private Partnerships to tide over shortage of medical 
personnel.. 


¢ — The private medical sector remains untouched. Its activities and impact on drawing away 

medical professionals from the public sector is simply not taken into account while lamenting 

about lack of availability of doctors for the rural health services. For instance: a state like 

UP has 29,000 (allopathic) doctors in the private sector and 9950 in the government 

sector (from state PIP). Why this is so needs to be taken on board when looking at shortage 

of doctors in the government facilities in this state. However, this does not seem to be 
‘happening. 


* There are no serious steps yet towards regulating the private sector. On the contrary, 
incentives are being announced for expansion of private sector. A five year tax holiday 
has been announced for setting up hospitals in Grade-II and Grade-II cities. 


Thus, what emerges is this: there appears to be general agreement in all quarters that public 
health must be given higher political priority, and that greater resources should be made available, 
which are essential for strengthening public health in the country. However, NRHM looks at re- 
organisation/reform of the healthcare system as solely a technical and financial issue, rather 
than as a complex socio-political process to be guided by genuine popular participation. There 
are certain organizational and management changes that are being effected, aimed at internal 
reform of public health systems. Along with these changes, the privatization route seems to be 
emerging as a preferred option for delivering health services. 


Furthermore, health determinants have been paid due lip-service in the NRHM framework. In 
reality the determinants — access to nutrition, to safe drinking water, to safe and healthy living 
and working conditions - all remain untouched. They are actually being worsened further by 
the larger policies aimed at achieving double-digit economic growth. However, there are no 


attempts to integrate the activities under NRHM with other relevant departments. 
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SECTION V 


RECOMMENDATIONS 
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A. 


> 


Recommendations related to implementation of NRHM 


ASHA programme - The implementation of ASHA programme needs to be changed —- ASHAs 
need to be chosen through a consultative village process known to all, and mechanisms 
devised so that she has the confidence and support of the village community and is accountable 
to it, rather than to the health system. Principal amount of remuneration of for ASHA should 
be assured, and should not be as incentives under JSY, immunization and such other activities. 
Adequate training and follow-up support mechanisms need to be in place. 


JSY programme needs to address the present poor quality of Ante Natal Care, strengthen 
Support to ANMs so that they can provide meaningful ante-natal care. The incentives for 
institutional deliveries should be stopped. 


Incentives for sterilization should be stopped. 


Sustained increase in domestic budgetary allocation to health care, by both union and state 
governments. (The Planning Commission has recommended for the XI Plan Period that 
World Bank credit be availed of to augment financial resources for health and have a Sarva 
Swasthya Abhiyan, on the lines of Sarva Shiksha Abhiyan) 


Ensure provision of essential drugs at all times in all public health facilities free of cost, 
with adequate transparent arrangements for procurement and distribution to enable this. For 
this ensure system for providing ASHAs, anganwadi centres, and sub-centres with a basic 
set of drugs. 


Unless the other levels of the health system such as PHCs and CHCs are substantially 
improved, their services upgraded, and the staff made responsive to people claiming health 
rights, ASHAs would not be able to make much headway in their task of facilitating people’s 
access to health services 


Implementation of hospital management societies in name of autonomous management (such 
as Rogi Kalyan Samitis) should be focused on participatory management and flexibility, 
and not be accompanied by any introduction of user fees or any resort to privatization. 


The improvement of services should be provisioned through proper utilization of the 
maintenance grants. 
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> Clear criteria need to be drawn up and enforced for upgradation of CHCs-PHCs, and 
preference should be given to those that are severely lacking in facilities, or are in remote 
areas, or where there are no other health facilities. Funds should be distributed to PHCs- 
CHCs for maintenance, for upgradation, only after ensuring that necessary staff is in place 


to use the funds effectively. 


> Community based Monitoring must be seen as an integral part of all activities and levels of 
the Public Health System, and not as a stand-alone ‘component’. Furthermore, it should be 


implemented in a genuinely participatory and empowering manner. 


> Constitution and training of VHSCs should be completed before releasing funds, and before 
preparation of village and district health plans. 


> The gradual privatization of government medical institutions, through such mechanisms as 
user fees by Hospital Management Societies, giving out critical services, PHCs on contract, 
etc., must be abandoned. 


> Bring in comprehensive regulations to check and monitor the commercial private sector, as 
well as lay down standards and guidelines for the private sector also, and implementation 
procedures for these, as mentioned in the Operational Framework. 


B. Recommendations related to overall design of NRHM 


There is need to review the overall design of the mission, with the aim of re-organising the 
entire system, including the private sector. The overall objective should be to move in a time- 
bound manner towards a system for universal access to good quality, appropriate healthcare 
under the ambit of the Public Health System. Along witha greatly strengthened and re-oriented 
public health system, regulated and rationalized elements in the private medical sector should 
be progressively brought under control of the public health system in order to harness their 
facilities and resources to operationalise a system which would ensure availability of rational 
and quality healthcare. This system should ensure free services for all, without any targeting or 
user fees, and should be financed from the general taxation system, along with perhaps social 
insurance with contributions from employers and better off'sections of the population. 


There are no short-cuts to achieving such an improved and accountablé health system, and this 
would require large scale changes in the way that healthcare is organized presently. JSA has 
spelt out some measures in detail that would be needed for such re-organisation Towards a 


' 
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System for Universal Access to Healthcare. This document is reproduced in Annexure 5. 


Some of the measures are as follows: 


> 


Vv 


> 


Health system re-organisation to be addressed as a socio-political issue as much as a technical- 
financial process. 


In place of assortment of programmes that it now is, the Mission should become a programme 
to provide comprehensive Primary Health Care within which RCH must be positioned as 
one of the components. Any overall strategy for comprehensive health system strengthening 
must address all the needs of women’s health and children’s health. However, attempts to 
incentivise these components, and push family planning in any form, as under the present 


forms of RCH and JSY, which presently have a central place in the NRHM, need to be 
stopped. 


First contact care must be de-medicalised and made universally available through a system 
of universalisation of Community Health Workers. There is need to move beyond the 
limitations of the present ASHA programme, to have a CHW in every hamlet, village and 
urban settlement, made available through a decentralized and locally adapted capacity- 
building process. 


The communitisation option, with public-people partnerships, to replace the semi- 
privatisation and privatisation options. 


It needs to be ensured that access to healthcare services be universal, and that no targeting 
is resorted to and user fees are not used as a medium of targeting. User fees at all levels to be 
abolished. 


Need to have a framework of rights, Community Control, and Accountability. 


The Mission should be based on a sustained increase in domestic budgetary funding, at 
both central and state levels, and not dependent on donor funds or ad hoc reallocation of 
funds from the still limited existing pool of resources available in the health sector. 


Integration with efforts to strengthen food security and nutrition, access to safe drinking 
water and sanitation, and living and working environment. 


The healthcare system should be designed to meet the outstanding special health needs of 
various sections of the population — differently abled persons, elderly persons, those with 
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mental health problems, those with HIV-AIDS, dalits, adivasis, different sections of the 


working-class 


Comprehensive human power plan for the entire health sector. This should address the 
requirement for creation of a large pool of basic doctors and paramedical functionaries in 
place of the present emphasis on production of specialists and super-specialists. The wage 
structure for public sector health workers, especially those working at the peripheral levels, 
should be reviewed. Major portions of medical and health personnel training should be 
imparted in peripheral healthcare institutions. Medical colleges in the private sector should 


be started any more. 

Integrate and transform the present disease control programmes. 
Formulate and implement a rational vaccines and immunization policy 
Universal healthcare coverage for unorganized sector'workers. 
Standard Protocols for the Entire Medical Profession 

Promotion and Genuine Integration of Various Systems of Medicine 


Regulation and Rationalisation of the Drug Industry. 
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ANNEXURE 1 


Excerpts from: Action Alert on National Rural Health Mission 
by Jan Swasthya Abhiyan 


Introduction 


The Indian health system is one of the most privatised in the world, with just about 22 per 
cent of health care costs being borne by the Governments at all levels taken together. A few 
tertiary care urban areas eat up a large part of this meager allocation. The public health 
system has been consistently undermined with the acceleration of the liberalisation process 
since early 90s. There has been stagnation in the number of rural public health institutions 
and beds in public hospitals; with a decrease relative to population and the general functioning 
was inefficient and inaccessible. Today, in most states, the number of facilities, staff and 
supply of drugs and equipment are much below the norms set by the government. This forces 
a vast majority of the population to be at the mercy of a private sector which is unregulated, 
expensive and often known to take recourse to unethical practices. The National Rural Health 
Mission is being projected as a major undertaking by the newly elected UPA government to 
honour the electoral mandate of 2004, and to realise its promises under the Common 
Minimum Programme, which articulated commitment on rural health and access to primary 
health care. This has been a positive change from the previous NDA government's almost 
exclusive elite health care agenda — of opening six AIIMS, promoting medical tourism, 
telemedicine, etc. The NRHM aims at provision of effective healthcare and universal access 
to rural population with special focus on 18 states, architectural correction of the health 
system, decentralisation of programmes and population stabilisation. 


The basic objectives of the NRHM, as they stand now, are as follows: 

a. A commitment to provide effective health care to the rural population with special 
focus on 18 states (UP Uttaranchal, MP, Chhattisgarh, Bihar, Jharkhand, Orissa, 
Rajasthan, HP J&K, Assam and the seven states in the NorthEast) 


b. A commitment to increase public spending on health from 0.9per cent of GDP to 2- 
3per cent of GDP | ite 

a To ensure integration of health concerns with determinants of health like sanitation 
and hygiene, nutrition etc. | 

d. Decentralise the management of health. State Governments are expected to sign an 


MOU with the Central Government signalling agreement with and commitment to 
implementation of the NRHM. A State Health Mission along the lines of the proposed 
Central Health Mission is to be set up, and States have to commit to a 10 per cent 
increase for public health expenditure in the State budget every year. 
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Bien pags social organisations, particularly the Jan yma Abhiyan 
USA), had lobbied with several major political parties for inclusion of critical hea ft issues in 
their election manifestos. The defeat of the ruling NDA alliance in the 2004 Parliamentary 
elections with its discredited “India Shining” campaign, and the compulsions of an alternative 
alliance around the Common Minimum Programme (CMP) forced the political leadership to 
introspect about the silent majority — India’s rural population, 72.2per cent of the total 
population according to the 2001 Census. Therefore, even to those political classes who 
would accept globalisation and privatisation as inevitable or desirable, the need to show 
pro-poor developments in social policy has acquired a sharper focus. 


Although several members of the Jan Swasthya Abhiyan were involved in the consultative 
process of drawing up of the NRHM, and certain suggestions were reflected in draft proposals, 
neither the process of decision making nor the incorporation of their recommendations was 
to their satisfaction. There was no systematic analysis of previous policies, and no major 
lessons seem to have been learnt from the past. The NRHM documents do not appear to 
analyse why the Primary Health Care approach was never implemented effectively and the 
goals of ‘Health for All by 2000’ have not been met. 


Financing of NRHM - old wine in a new bottle ‘ 

Despite so much talk about the NRHM and the proposed increase in public spending on 
health, the allocation in the 2005-06 budget falls far short of the kind of increase which 
would be required progressively to make public health spending 2-3per cent of the GDP by 
2009. Further, while this is a National mission, transnationally funded programmes presently 
have a strong presence compared to augmented national finances for the Mission. As 
discussed below, the Rural Family Welfare programme including the RCH-II package 


negotiated with the Donor Consortium appears to be de facto the main financial instrument 
of NRHM. 


Actually the original 2005-06 Health budget does not even have a separate budget head for 
NRHM. However, the subsequently released ‘outcome budget’ gives us an indication of how 
NRHM funds are being formed by collapsing existing programmes. In the ‘outcome budget’ 
for Family Welfare, the budgets for all Family welfare activities (except the Urban family 
welfare services, Direction and Administration and grants to some training and research 
institutions) have been clubbed together as the budget for NRHM (and to this are added 
some outlays from the Health and AYUSH budgets). In effect, this means that the budget for 
NRHM is nothing but a repackaged Family Welfare budget, with some disease contro! 
programmes from the health budget and a small AYUSH budget component added on. This 
not only reinforces the apprehension that the Family Welfare programme will be at the centre 
of NRHM, but also raises the question as to what extent major health system improvements 


or significant new activities would be possible with an essentially repackaged budget, ‘old 
wine in a new bottle’. | 
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Finally we may keep in mind that at the national level today, the Central and State governments 
together spend about Rs. 25,000 crores annually on healthcare. If the CMP promise is to be 
fulfilled, this would need an additional allocation of Rs. 30,000 - 60,000 crores by 2009. 
The Union health budget increase of Rs. 1860 crore is but a small step in this direction, and 
it remains to be seen as to what is the scale of increase in State health budgets, if any; it is 
obvious that both Union and state health budgets will have to be augmented very substantially 
for this declared increase to be actually achieved. 


NRHM links to RCH programme and family planning agenda 

It may be noted that the NRHM was mooted at a time when the MOHFW had already 
concluded planning for a second phase of the Reproductive and Child Health Programme 
(known as the RCH-II programme) that had been carefully negotiated with a consortium of 
all donors notably including World Bank, USAID, EU, DFID, WHO and UNICEF. The Ministry’s 
immediate challenge was to absorb the energies unleashed by the announcement of the 
Mission without losing step in its RCH-II calendar. Historically, the RCH programme has 
evolved out of the failure of coercive population control policies of the 1970s. With the 
realisation that fertility outcomes were related more to social determinants and to outreach 
of maternal and child survival services, the focus shifted from narrow provision of contraceptive 
methods to provision of RCH services. However, unfortunately the population control mindset 
continues, and this has often popped up its head in NRHM documents. Initially (reading 
from the earlier Mission documents circulated in late 2004) the Mission appeared to be very 
much focussed on a targeted population control programme. For example, the ASHA 
programme was to be linked with the CMP’s mandate to prioritise health care improvements 
in the 150 districts chosen on the basis of “high fertility”. However, after a lot of objections, 
protests and interventions from organisations and individuals including many from Jan 
Swasthya Abhiyan, the government has given an assurance that this would not be so, and 
the current main mission document does not explicitly indicate such a trend except for the 
Janani Suraksha Yojana component, which is discussed in the following pages. We may note 
there is a justified place for programmes which genuinely address women’s health and child 
health, in any overall strategy for comprehensive health system strengthening. However, 
attempts to push family planning that is coercive in any form, under the rubric of ‘Reproductive 
and Child Health’ which presently has a central place in the NRHM will need to be critiqued 
and opposed, and we would need to be vigilant about such trends, whether explicit or 
implicit. 


Major components of the NRHM action plan | 
As part of the ‘Plan of Action’ to be adopted by NRHM, certain components have been 
detailed, and the key components could be broadly categorised as follows: 


¢ ASHA programme | Aj 
¢ Strengthening SCs, PHCs and CHCs; Indian Public Health Standards, integrating 
AYUSH, Rogi Kalyan Samitis 


People's Rural Health Watch : Jan Swasthya Abhiyan - June 2008 | 89 


eee 
ee 


District Health Planning, converging sanitation and hygiene activities | 3 
Public private partnerships, regulation of private sector, new health financing 


mechanisms 


¢ Janani Suraksha Yojana Certain critical issues related to these components are 


analysed below. 


ASHA programme | 
The NRHM has proposed the creation of “a new band of community-based functionaries, 


named as Accredited Social Health Activist (ASHA)” who would be a health activist and 
mobilise the community towards local health planning and increased utilisation and 
accountability of the existing health services”. The plan of having a community health worker 
is certainly welcome. However, the conceptualisation of roles and mode of functioning of 
ASHA in the NRHM raises a large number of questions and concerns. For the ASHA to be 
able to function with even a minimum level of effectiveness, a number of serious issues in its 
design need to be addressed. 


+ 


Selection criteria — at present, an educational level upto eighth class (middle education) 
is expected for a woman to qualify as ASHA. An analysis of the 1991 census data 
shows that in the rural areas of the NRHM states in Northern India, over 91 per cent 
women did not have middle level education — and more recent data shows that this 
situation has not changed significantly in the subsequent period. In the hierarchical, 
often caste-ridden villages of India, if this educational criterion is rigidly imposed, it 
will create a bias against women from disadvantaged groups such as poorer women 
with less formal education, and SC and ST women. Myriad experiences of NGO 
health worker programmes have shown that insisting on formal education is not 
necessary, provided the training of health workers is properly designed. However, 
with the present educational barrier, the women with strongest social motivation, 
women who are representatives of deprived groups, are likely to get excluded from 
the programme. 


Lack of adequate regular compensation — In the final programme design, ASHA is 
supposed to work primarily as a volunteer. She would be compensated on performance 
of certain specific tasks related to National programmes. However, for her major 
routine activities such as immunisation, weighing of newborns, facilitating ANC, 
treating patients, visiting households, giving education to mothers, mobilising the 
community etc., as per the financial norms, the maximum compensation from the 
Village Untied Fund that may be given is mentioned as Rs. 1000 annually, or about 
Rs. 83 per month. To sustain the motivation and activity of village women working as 
ASHAs, who would have many other competing work priorities and domestic 


responsibilities, will be a challenge given the very limited and uncertain compensation 
they would receive. 
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Limited provisions for First Contact Care — One of the strongest felt needs expressed 
by communities is the need for basic curative care being made available within their 
village. Many NGOs have demonstrated that well trained Health workers can givea 
wide range of First Contact Care effectively. However, the ability of ASHA to give 
basic care in simple illnesses is dependent on adequate relevant training, provision 
of a proper kit and regular replenishment of the range of necessary medicines. The 
drug list for ASHA which has been presently proposed is extremely limited, and the 
budgetary norm for drugs is Rs. 50 per month (the same as for CHVs way back in 
1978!) which raises doubts about her being made capable to meet people’s needs 
for First contact care. If she is seen as a person who cannot give significant care to 
persons with health problems, her credibility in the village as a Health facilitator and 
hence her overall effectiveness may also become limited. 


¢ Activist or appendage? By her very name — ‘Accredited Social Health Activist’ the 
ASHA is supposed to be an ‘Activist’ mobilising people and facilitating their access to 
health services as a right. However, given the fact that the ANM will be involved in 
sanctioning her compensation, and she would be reporting to the health system for 
implementation of various programme related activities, would she be realistically 
able to function as an ‘activist’ and lead people to put pressure on non-performing 
health services? Given the way in which the programme is presently structured, there 
are strong inhibiting forces to prevent her from really becoming an ‘activist’ vis-a-vis 
the health system. Moreover, unless the other levels of the health system such as 
PHCs and CHCs are substantially improved, their services upgraded, and the staff 
made responsive to people claiming health rights, ASHA would not be able to make 
much headway in her task of facilitating people’s access to health services. 


¢ Focus on RCH, possible adverse influence of Family Planning programme - While 
the ASHA’s role in providing primary medical care at the village level appears weak, 
a look at the indicators to be used for monitoring her performance shows that out of 
the eight outcome indicators for ASHA, seven are related to RCH. The strong influences 
of the RCH programme on NRHM in general have already been noted. In this context, 
it needs to be seen whether a key component of the RCH progrumme, the Family 
Planning component, influences ASHA's functioning in a disproportionate manner. This 
family planning emphasis has often distorted the priorities of other Primary Health 
functionaries and has reduced their overall effectiveness.Some points for action and 
change The ASHA terms and conditions of service and work profile must be changed 
and further clarified, otherwise it is very likely that it would not achieve its stated 


objectives: 


¢ The role of ASHA is not to substitute elements of the existing health system, but to 
complement it and promote its better utilisation. The ASHA should not be viewed as 
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a replacement for any of the functions to be performed by the ANM, Angan Wadi 
Worker (AWW) or other public health functionaries. 


* Training of ASHA should be substantial and adequate to equip her for her multiple 
and reasonably demanding roles, this would require at least about one month of 
initial training followed by regular (monthly or once in two months) follow-up training. 
Training needs to be a continuous effort, provided over a period of a few years. 


* A specially developed cadre of local trainers and facilitators would be required to 
provide adequate training support and ongoing other types of support to ASHAs. 
These may be drawn from existing staff or may be newly appointed, but must devote 
practically full time efforts for supporting the ASHA programme. Lack of such dedicated 
support would fatally weaken the programme. / 


¢ Principal amount of remuneration for ASHA should be assured and delinked from 
specific activities; this amount should be substantial, commensurate with her work 
responsibilities; there can be a small performance-linked component, if necessary. 
The remuneration for regular health activities and village level processes could be 
routed through the Panchayat or village health committee if required. Monitoring of 
ASHA should involve social monitoring by the Gram Sabha and village -health 
committee, and technical monitoring by the public health system. 


* Adequate budgetary provisions must be made to support all the critical elements of 
the ASHA programme including training and training compensation, cadre of trainers 
and facilitators, regular replenishment of the drug kit, remuneration for regular tasks 
and additional activities done by ASHA, capacity building and support to village 
health committees etc. 


* There will be efforts to convert ASHA into gathering sterilisation cases — and even 
into making it her main activity — which would need to be countered. 


* If care is not taken to ensure that the ASHA is chosen through a consultative process 
known to all, and mechanisms are devised so that she is accountable to a village 
community, especially women beneficiaries, the ASHA will not be able to strengthen 
community ownership and control. There is a danger of the ASHA ending up merely 
as an assistant to the ANM and AWW, who are themselves presently not accountable 
to the community. 


There would have to be a strong component on rational drug use so that there is no 
degeneration into quackery and no encouragement to prescribe unnecessary drugs 
and injections. This aspect is not present in the Mission draft and needs to be 
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introduced. Strengthening Sub-Centres, PHCs and CHCs; IPHS, AYUSH integration 
and RKS The strengthening of PHCs and CHCs is an important component of the 
Mission, which is central to the upgradation of Health services in rural areas. The 
intention to adopt and operationalise Indian Public Health Standards (IPHS) for CHCs 
is a definite step forward. However, while operationalising this process of strengthening, 
certain serious issues have to be addressed while designing strategies: 


Ina significant departure from the past, the Mission Document states that “secondary 
level of health care essentially includes Community Health Centres (CHCs), constituting 
the First Referral Units (FRUs) and the district hospitals” and also that “all the National 
Health Programmes (NHP) should be delivered through the CHCs”. These are 
significant changes weakening the role of the PHC and focussing on specialised 
medical care services at the CHC level; it medicalises the notion of the Primary 
Health Care approach. |n contrast to the role of CHCs, the current trend looks at 
PHCs as being much less important. It is necessary to ensure that PHCs are substantially 
upgraded to provide a full range of basic services including primary medical care, 
institutional deliveries, basic emergency care, and referral transport services. This 
would require renovation of infrastructure, provisioning of adequate and regular 
drug supply, functional ambulance facilities, adequate allround staffing, multi-skilling 
of paramedicals, and adequate facilities for health professionals with time-bound 
postings in difficult areas with necessary incentives. 


¢ A ‘Generic model for Hospital Management societies’ has been circulated as an 
annexure to the Mission manual, which would presumably guide societies which 
would manage CHCs and other hospitals being dealt with by the Mission. This 
document states under the Aim and Objectives of the Society — ‘Generate resources 
locally through donations, user fees and other means’. Under the scope of functions 
of such societies, points include — ‘Entering into partnership arrangement with the 
private sector (including individuals) for the improvement of support services’ and 
‘Developing/ leasing out vacant land in the premises of the hospital for commercial 
purposes’. Such provisions raise an apprehension about the processes that might be 
followed while managing such Hospital societies, and whether these could lead to 
semi-privatisation of such public hospitals. Specifically, implementation of such 
societies and related committees (such as Rogi Kalyan Samitis) should not be 
accompanied by any introduction of user fees or any resort to privatisation; rather 
the improvement of services should be provisioned through enhanced public funds. 
The experience of user fees in rural public health facilities, in other developing countries 
as well as in India, is that such fees can form a significant barrier to utilisation of 
services by the poorest. Exclusion mechanisms (such as the ‘BPL criteria) frequently 
do not work, and the genuinely poor often end up paying while certain politically 
influential individuals may avail the benefits. 
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+ Asalient feature of the so called Indian Public Health Standards for CHCs is to bring 
CHCs first to a Minimum Functional Grade (assuming 60per cent bed occupancy), 
to provide minimum assured services and to ensure accountability & quality of services. 
It proposes 24 hr emergency obstetric care including caesarean section at all CHCs, 
provision for an Anaesthetist and Public Health Programme Manager on contractual 
basis. However these standards are developed primarily to strengthen the ‘Hospital 
that the CHC is to become. The IPHS at present are basically just hospital standards, 
while public health standards imply something much more than this. Thought has to 
be put in evolving standards relating to broader determinants of health, the water 
supply system and sanitation being among the most important ones. PHCs and SCs 
also need to have separate Public health standards. 


¢ One of the provisions of NRHM is mainstreaming of AYUSH into the rural health 
system and integration of practitioners of Indian System of Medicine with the existing 
Modern System of Medicine. This itself is conceptually a positive goal. However we 
need to see carefully if the steps being proposed will achieve this in practice. The 
mission proposes posting of one AYUSH doctor at each PHC in addition to an existing 
allopathic doctor. This raises concerns about the possibility that instead of practising 
the skills which they are trained in, AYUSH doctors may be expected to provide 
allopathic care in PHCs without having the requisite knowledge or training (which is 
already a well known phenomenon in the private medical sector). It would be important 
to ensure that the AYUSH physicians in PHCs are given the appropriate 
facilities,infrastructure, medications and support to practise the system of medicine 
they have been trained in, with full effectiveness. These substantial additional inputs 
at PHC level do not seem to be emphasized in the Mission documents. Further, if 
AYUSH physicians are expected to provide some basic or emergency allopathic care, 
then this should be an explicit decision to be taken after due consultation and debate, 
keeping all aspects and implications in mind. In such a scenario, it would be essential 
to organise adequate training for these doctors regarding basic or life saving allopathic 
medicines. There are also issues related to motivational factors of an AYUSH doctor 
expected to work in a predominantly allopathic set-up, which would need to be 
addressed. Some points for action and change while the formulation of ‘Indian Public 
Health Standards’ for CHCs is a welcome step, such standards should include not 
just hospital standards but standards regarding public health activities. IPHS should 
be formulated for PHCs, and sub-centres and should mandate Charters of Citizens’ 
Health Rights applicable at various levels. Accountability, committees for PHCs and 
CHCs should involve not only Panchayat leaders, but also representatives of local 
Community based organisations, Women’s groups, locally active NGOs and Village 
health committees. The IPHS needs to be demystified into terms comprehensible to 
individuals and communities and has to be published widely in the local media and 
in the hospitals. The same applies to the Citizen’s charter. 
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District Health Planning, integration of disease control programmes and convergence 
of sanitation and hygiene programmes 

The District has been given a predominant position in the NRHM as the fulcrum of decentralized 
planning and action. This is a welcome departure from the earlier concept of National 
planning where priorities are determined nationally, and the outcome of which have been as 
many as eighteen National Health programmes. The NRHM claims to integrate various 
ongoing national programmes. There are no intentions, however, of touching certain major 
disease control programmes such as the programme for HIV-AIDS, which has substantial 
funds and will continue in a verticalised fashion. Its integrative strategies are focussed around 
RCH and Family Welfare Programmes, which are basically to promote fertility control and 
lower Maternal and Infant Mortality Rates. As part of RCH-II, district level Project 
Implementation Plans (PIP) have been prepared in some districts. Now there is a possibility 
that the same RCH -Il PIPs might continue (with some minor additions) as the framework for 
the District Action Plans envisaged under the NRHM. This would defeat the objective of 
comprehensive planning and integration of various activities of the public health system. 


Mechanisms for inter-sectoral convergence at the district level are to be attained through the 
creation of quasi-government societies that would further enable withdrawal of the state. A 
lack of faith in the departmental ability to accomplish developmental objectives manifests in 
the decision to make Collector the titular head of all developmental schemes (especially 
Centrally sponsored ones) at the district level. ............ The CMO (who is responsible for the 
administrative oversight) nor the Zilla Panchayat chairperson has not been considered 
appropriate to be the key functionary. 


According to the NRHM timetable, State PIPs were expected by May 31, 2005, and some 
level of District PIPs are expected to be ready by October to December 2005. This urgency 
for action at the state and district levels, without any community level processes or involvement 
of social and health sector organisations, and lack of proper comprehension of the principles 
of the NRHM may vitiate the process of decentralized planning and monitoring. So far there 
seems to be no genuine attempt towards a participatory and qualitative assessment of 
community needs and priorities, as well as provider needs and limitations. The urgency can 
be further aggravated if additional budgetary instalments are linked to completion of these 
processes, leading to hasty preparation of documents without undergoing the proper 
processes. 


The National Rural Health Mission and Public-Private Partnerships 

The section on public-private partnership needs to be studied carefully both in terms of what 
it states explicitly and also what it does not address. The entire section on PPPs draws heavily 
from the RCH-II document and states that the “PPP initiative would be means to reach the 
desired ends of improving maternal and child health and reaching family goals.” For JSA 
associated persons who were present in the first meeting organised by the Ministry before the 
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document was finalized, there was considerable discussion on how the NRHM should not be 
reduced to RCH-II and should include other health concerns as well. Some of the concerns 
raised by civil society groups were incorporated after these discussions in the NRHM document 
but the section on PPPs still reflects only the RCH-II concerns. Clearly the mandate of NRHM 
is not just to focus on RCH alone but other health concerns as well! 


An overall concern that emerges after reading the document is that the specific forms of PPP 
that have been proposed often appear to dilute public responsibility, while inadequately 
addressing regulation of the private sector. These forms of PPP need to be analysed by JSA 
in further detail, keeping in mind the principle that overall the public system must remain in 
the commanding position and responsible, and citizen's right to health care must be protected 
and furthered. Within JSA we also need further discussion and debate on contrasting examples 
from certain other countries where the public health system has interacted with private medical 
providers, largely keeping such principles in mind (such as the NHS in UK in the pre-Thatcher 
period, and the Canadian universal health care system.) Further discussion within JSA is 
required, to discuss and suggest alternative public health system strengthening measures 
regarding the private medical sector, which might be quite distinct from many of the measures 
suggested in the existing document. 


The NRHM is supposed to focus on districts across the poorer states in India where the 
health services — public, private and voluntary are weak. The first task before initiating PPPs 
would be to spell out the overall approach that emphasizes strengthening public health 


services, effectively regulating private sector at all levels and only then assessing the role for 
PPPs. 


The mission document on public-private partnership clearly states that: “Public private 
partnership under National Rural Health Mission would not imply transfer of government 
responsibility of providing health care, but instead means synergizing the efforts of the private 
sector to provide quality, accessible and affordable comprehensive health care facilities to 
people.” Here the assumption is that there is a private sector that is providing quality care in 
the selected districts. Whatever evidence is available of private practitioners, is to the contrary 
and therefore the quality of these partnerships needs to be questioned. It further states that 
the objective of these partnerships is to ensure that it would enhance availability and affordable 
health care to communities. It then proceeds to state that: “PPP initiatives are intended to 
improve access to good quality healthcare services, promote exchange of skills and expertise 


between the public and private sector and mobilise additional resources for healthcare 
activities.” 


While this preamble gives the impression that these ‘partnerships’ are going to answer some 
of the problems faced by the rural health services, we believe that there is a need to question 
the assumptions and the evidence regarding the availability and quality of the private sector 
and the experience of existing partnerships. Another set of concerns is that the NRHM is 


96 People’s Rural Health Watch : Jan Swasthya Abhiyan - June 2008 


CN aS el —( le 


Sess eee 


going to be implemented in some of the poorest districts of this country where the formal 
private sector is virtually absent. What kind of partnerships are being envisioned in these 
districts? Are these partnerships going to be with informal practitioners? What is the 
government's position for dealing with them? Are they going to train these informal providers? 
What is the kind of investment that is required in terms of financial, administrative and 
human resources for any meaningful partnership? The third concern is private practice by 
public employees in the health sector and their well-entrenched interests in the private sector. 
Given this position one could argue that there is already a vibrant ‘public-private partnership’ 


in this country, which has however completely drained and weakened the public sector over 
time. 


The National Rural Health Mission document has not adequately addressed any of the above 
crucial issues. There is a need to firstly define what is the expected role of the private sector 
by taking into account its heterogeneity, both regionally and by levels of care. The available 
evidence on experiences with public-private partnerships shows that they tend to be context 
and player specific; the evidence suggests that the experience is an evolving and mixed one. 
There have been a number of examples of public-private partnerships that are already 
functioning across states. There is a need to review these experiences critically and also 
contrast the partnerships between the for-profit and non-profit sectors. How does the NRHM, 
by its very design, accommodate for this plurality? The critical issue is whether the state 
governments are willing to base themselves on the objective evidence, while addressing 
some of these issues. 


The assumptions that underlie public-private partnership in this document are that the latter 
is providing good quality care and available across the country. Given the heterogeneity and 
lack of regulations, there is enough evidence, which shows the contrary: major variability in 
the quality of private services, with significant irrational practices and frequent lack of minimum 
standards. A prerequisite for any partnership would necessarily have to address concerns 
about effective regulation of the private sector, enunciating the principles that inform it and 
only then defining the role for PPPs. 


There are specific types of partnership that are being promoted in the NRHM and these 
include — franchising, contracting out and corporate involvement. The experience of 
contracting out has raised important questions regarding differential quality of services and 
also problems in making contractors accountable for the quality. These services need to be 
closely monitored in order to ensure that quality is maintained. Corporate involvement in 
PPPs has shown that they do not adhere to the conditionalities that have been agreed in the 
MOU. The Quereshi committee report clearly shows that while the corporate hospitals receive 
public subsidies, they do not adhere to the equity conditionalities. By promoting corporate 
involvement, the NRHM may further legitimise a kind of partnership that in the past has not 
honoured the conditionalities laid by the government, and which has led to a drain of public 


Se za a a 
People's Rural Health Watch : Jan Swasthya Abhiyan - June 2008 97 


Tyee 
Ne ———————————————————————————— 
funds towards the private sector. No corporate hospital will volunteer to run institutions in 
poorer states without demanding huge public subsidies for doing so. 


We should be aware that across the world, PPPs of a certain kind are being welcomed by 
governments who want to abdicate their responsibility for health service provisioning, rather 
than addressing the more difficult issues of why public health services are unresponsive and 
weak. In this context, these various issues require careful scrutiny, and need to be discussed 


and debated widely by the JSA. 


Janani Suraksha Yojana 
A new scheme is proposed as part of the NRHM called the Janani Suraksha Yojana which is 


to replace the existing National Maternity Benefit Scheme linked to better diets, provision of 
iron tablets etc. by adding a certain amount of cash assistance for institutionalised deliveries 
for the first two deliveries. This is a targeted scheme for BPL families which will exclude a 
large number of eligible women. The third childbirth is ineligible for maternity benefit unless 
sterilisation is agreed on and fourth child onwards no benefits can be given. There is even a 
stricture against giving maternity benefit to a woman below 19 years delivering a child. 


The income of the health worker who is to bring the pregnant woman to the centre and to 
follow up the case is also linked to the number of “cases” she can bring. This scheme brings 
back the discredited and discarded concept of targets for sterilizations in the na:ne of 
encouraging institutional deliveries, and reinforces the ‘two-child norm’ in a coercive manner 
Hence there is a need to substantially restructure this programme, moving away from the 
target approach and coercive imposition of the two-child norm. 


Community monitoring in NRHM 

The NRHM documents accept that one of the important drawbacks in the current system is 
the lack of community ownership which affects the effectiveness, efficiency and accountability 
of the Health system. The decentralised planning model proposed in the NRHM, which aims 
at integration of the ongoing programmes is looking at change from the correct direction. In 
all, NRHM has certain features which could increase community ownership and accountability 


a Village Health Planning 


Oo ASHA to be chosen through local consultative Processes, accountable to Village 
Health Committee 


0 Village Health and Sanitation Committee to oversee implementation and monitoring 
of the village health plan 


Oo Provision for Citizen’s charter 
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Oo Provisions for Community Monitoring and Social Audit. 


o These are combined with provisions for involvement of PRI at various levels to be 
involved in the planning and monitoring process. Here we may note that involvement 
of PRIs is seen as the main mechanism for improving community ownership. However, 
it would be a mistake to substitute PRIs for the community, because even though it 
may seem theoretically tenable, the way the PRI mechanisms have developed over 
the last ten years in different states show that the process has often become dominated 
by interests of political parties, and has even decentralised corruption. Keeping this 
in mind, involvement of PRls must be complemented by active involvement of 
representatives of beneficiary groups, women’s groups, community-based 
organisations, and local NGOs involved in health activities. Effective involvement 
should enable the community and community-based organisations to become equal 
partners in the planning process. This would change the status of community from 
passive beneficiaries to activerights holders. 


o In this context, the framework of community monitoring in NRHM needs to be more 
carefully thought out, and implemented in a genuinely participatory and empowering 
manner. This could be done on a pilot basis in some states to begin with, which 
could pave the way for further generalisation of effective models. Some concerns 
and suggestions in this regard are as follows: 


a Community Monitoring must be seen as an integral part of all activities and levels of 
the Public Health System, and not as a stand-alone ‘component’. 


0 Monitoring mechanisms for the National Rural Health Mission at all levels should be 
operationalised through monitoring and consultation bodies that have majority 
representation of community-based representatives; these would include (depending 
on the level) direct community representatives, community based organisations and 
other civil society organizations, and health networks. It should be emphasised that 
this would involve not only the community level of services, but all relevant levels of 
the Public Health facilities (village to national), which can be monitored by 
organisations with active links at the community level. 


a In the NRHM framework, the Rogi Kalyan Samiti model being drawn from Madhya 
Pradesh state needs to be independently evaluated and seriously reviewed before 
considering its generalisation in any form. As mentioned above, the user fees 
component of RKS needs to be universally avoided, given the experience that it 
forms a barrier for the needy when they access care — especially keeping in mind the 
highly flawed exclusion mechanisms like ‘BP’. Further the mode of functioning of 
RKS has often been found to be non-transparent, not accountable to the larger 
public, with prioritisation of expenditures not in keeping with direct needs of patient 
éarez’*” 

I 
People’s Rural Health Watch : Jan Swasthya Abhiyan - June 2008 99 


ne mea 
The monitoring system must be directly linked to corrective decision making bodies 
at various levels. The information and issues emerging from monitoring must be 
communicated to the relevant official bodies responsible for taking action so that 
monitoring results in prompt, effective and accountable remedial action. The system 
should be based on a Rights Based framework and should be actively responsive, 
with proper redressal mechanisms at various levels, having powers to take adequate 
action in case of denial of the right to health care in any form. 


JSA perspective regarding NRHM | 
NHRM as a statement of intention to strengthen rural public health services has aroused 


many hopes and expectations. The stated guiding principles of the mission are to “promote 
equity, access, efficiency, quality and accountability in Public Health Systems; enhance People- 
oriented and community-based approaches; decentralise and involve local bodies; ensure 
Public Health Focus; recognise value of traditional knowledge base of communities; promote 
new innovations, method and process development” which would be recognised by all as 
being positive. However, the details of the actual measures to be taken as part of the Mission 
do not appear equal to these lofty principles, as has been pointed out in the previous sections 
of this Action Alert. Keeping this in mind, if the Mission is implemented in its present form it 
is 

likely to fall significantly short of expectations; to this must be added the presence of definite 
negative elements, which are likely to continue existing trends of privatisation, coercive family 
planning and bureaucratic implementation in the health system. Although the Mission is 
based on a decision to strengthen national health services, it is significantly linked to 
internationally funded programmes. There is a statement of intention to improve public health 
but this is mixed up with notions of privatisation. The overall health crisis and the need for a 
comprehensive public health system have been recognised, but the response is fragmented 
and lacks an integrated, health systems approach. Keeping this in mind, while continuously 
stressing the need for a more comprehensive and participatory approach along-with related 
Programmatic changes, it is necessary to press for appropriately modified, effective and 
accountable implementation of certain positive elements of the Mission. This should be 
combined with strongly critiquing negative aspects of the Mission, while presenting relevant 
alternatives. JSA-linked organisations across the country can play a maior role in critically 
influencing the Mission; there are a range of changes in the NRHM plans at different levels 
that need to be pushed for, to make it work in a pro-people direction. This document has 
already discussed some of the points on which JSA-linked organisations can work at various 


levels, which should be part of an overall approach to critically influence the Mission as 
given below. 


JSA’s call to critically influence the Mission 
Jan Swasthya Abhiyan and its constituent organisations need to critically engage with the 
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Mission to influence it at local, State a 
whichever forum may be available, var 
components above, alon 
activities. 


nd National levels. This would involve taking up at 
lous issues outlined in the discussion on the Mission 
g with the following issues, to shape and influence the Mission 


Need to review the overall design of the Mission 


One of the key criteria to assess the strength of political will supporting the Mission is to see 
whether a substantial scale of additional domestic funding (not just repackaged external 
funds) is allocated to Public health in general, and the Mission in particular, in the coming 
few years. The Mission should be based on a sustained increase in domestic budgetary 
allocation to health care, and not dependent on donor funds or ad hoc reallocation of funds 
from the very limited existing poor of resources available in the health sector 


The Mission must call for and coordinate with increased investments and better design and 
implementation in a number of sectors related to health — especially food security, water and 
sanitation, elementary education, shelter, urban development, environmental safety, poverty 
alleviation programmes and livelihood issues. The Mission must ensure that investments in 
health not only increase universal access but also address issues of gender and socio-economic 
inequities in health status and health care services. 


Access to quality health care services are basic inalienable human rights and should never 
be dependent on the ability of the citizen to pay for health care. The Mission at present is 
ambiguous regarding its approach to universal access to health services. It needs to be 
ensured that access be universal, care be available to all as a right, no targeting is resorted 
to and user fees are not used as a medium of targeting. 


The Mission should be a programme to strengthen comprehensive Primary Health Care 
within which RCH must be positioned as one of the components. A focus on just sterilisation 
and family planning is neither desirable nor useful. JSA has to work to eliminate the stress on 
sterilisation and targeting. 


The Mission would have to have strong links with the Panchayati Raj System and should 
develop structural mechanisms for involvement of community members, beneficiaries and 
local organisations in the planning and monitoring of health activities. There should be 
movement towards devolution of greater funds and responsibilities in health care to the 
Panchayati Raj system and to the Gram Sabha. 
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ANNEXURE 2 


Agencies Engaged in PPP in Bihar 


Hea'th Facilities 


Apan Aspatal (Mobile 
Health Delivery Van) Patna, 
Purnea, Bhagalpur & Muzaffapur 


M/s Rajbhara Consultant Pvt Ltd 


DORD, Shantidoot, Aryabhatt Computers, 
Vanvasi Sewa Kendra 


APHC (Aurangabad, Begusarai, 
Sheikhpura, Gaya, Rohtas & 
Kanpur) 


Health Facilities Visited for the study of PPPs in Bihar 


Maldah & Hathiyawama APHC, Barbigha PHC in Sheikhpura Dist. 
Deohara & Jamhor APHC, Daudnagar PHC, Sadar Hospital Aurangabad. 
Rajvanshinagar and Rajendranagar Hospitals in Patna. 


Beneficiaries in villages around APHCs/PHCs visited and slum dwellers 
around hospitals in Patna. 
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IMPLEMENTATION OF THE NRHM — 
CONTRADICTIONS AND CONCERNS 


a case study of Tamil Nadu 


One of the key aspects of health is its complexity and the fact that many factors, from different 
levels and dimensions, can affect it. This concept was widely recognized in the thinking on 
health since at least the mid-twentieth century (in official UN / WHO documents), and probably 
- a century earlier in the writings of Rudolph Virchow, Engels etc. 


In the Alma Ata declaration the concept of intersectoral approach was highlighted and the 
Ottawa charter highlights the importance of a facilitating environment for the promotion of 
health. More recently the discussions on social determinants highlight the broader aspects of 
health, especially the impact of poverty, gender, access, class and caste (especially in India). 


This leads us to the understanding that the improvement and maintenance of health of the 
people of a specific community, district or region cannot be brought about merely by 
interventions in the health sector. Expecting technical and financial changes and development 
in the health sector alone to bring about long term, as well as sustainable and equitable 
improvements in the health of the people is unrealistic. Even within the health system there is 
a constant debate over the efficiency (long term) of vertical programs focusing on one particular 
disease, in really impacting the overall health of a community. In India it is well recognized 
that, by neglecting the development of the general health care services, a series of vertical 
programs may have actually adversely affected the health of the people, and negated any 
real long term gains that may have occurred due to these vertical and centrally driven 
programs. 


On one hand, increasingly the value of vertical programs is under question, and there is 
recognition of the inadequacy of narrow health sector focused interventions, and of neglect 
of the synchronization of the paths taken in other dimensions of development and their 
impacts on health. On the other, the various policies and programs that are emerging from 
the government seem to be neglecting this crucial aspect of the whole problem. 


Another crucial aspect that needs attention is the genesis of these programs in the health 
sector. Most of these are ideas and strategies stem from a common framework / Paradigm 
of development, characterized by the “Liberalization, Privatization, and Globalization (LPG) 
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and the “Structural Adjustments Program (SAP)” paradigm of the International Financial 
Institutions. It is important to note that it is the same mindset that chooses a particular pang 
policy, a particular industrial policy etc. that chooses a particular policy or program for 
health. Thus, while the state may be characterized as multi-faceted, one also has to recognize 


the unity of purpose and policy. 


It is in this framework that | attempt to look at the situation in Tamil Nadu. The goal is to 
highlight the various contradictory trajectories playing out in Tamil Nadu today in the context 
of the National Rural Health Mission, and to point out that the mere implementation of a 
package that is blind to the other influences from both within and without the health system 
is useless. | would also like to highlight the unique approaches of the Tamil Nadu Government 
itself and show the positive trends this is leading to in terms of strengthening of the public 
health care system. 


| will discuss these trends using the following five case studies: 


1. The arguments brought forward by the recent strike of medicos against the compulsory 
rural posting scheme introduced by the central government. 

2. The recent move by the Tamil Nadu government to gradually replace the ANMs 

(VHNs in Tamil Nadu) with nurses and ASHAs. 

The introduction of pay-wards in Government General Hospital, Chennai. 

The formation of Village Health and Sanitation Committees and the use of untied 

funds at the Village and subcenter level, as well as the utilization of funds of the 

Patient Welfare Societies at the PHC level. 

5. The moves of the Tamil Nadu government to remove the clause of user fees from its 
GO on the Rogi Kalyan Samitis, to reverse the earlier trends in outsourcing certain 
services, and making efforts to retain the doctors in the public health system. 


= S 


THE MEDICOS’ STRIKE 


The medicos called for a strike against tie announcement of compulsory rural posting by the 
central government. This paper does not in anyway attempt to discuss the issue of doctors 
going on strike neither does it pass an opinion on the same. | will merely present the arguments 
put forward by the striking doctors in Tamil Nadu, as they have attempted to link the 
announcement (which is seen as one of the one of the commitments under the NRHM) to 
much larger and negative trends in the health system, and claim that what is projected as o 
pro-people move by the government is in fact a cover up for a more retrogressive trend of 
casualization of workforce in the public health system, and the neglect of making the medical 
education system as a whole more pro-poor/pro-people. 


While the media has portrayed the strike as being an “anti-rural posting” one, the striking 
medicos are very clear that the issue is not merely that of being for or against rural posting, 
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but in reality is one of seeing the proposed introduction of compulsory rural posting in the 


context of various other trends within the health care system and then deciding on the relevance 
or not of the proposal. 


Their arguments are essentially as follows: 


1. Compulsory rural posting of freshly completed MBBS doctors needs to be seen as a 
strategy to enhance the education of the individual, and not as a convenient way for 
filling gaps in a decrepit public health system. 

2. The move needs to be seen in the context of the overall retreat of the state from 
public services under pressure from the International Financial Institutions. 

3. One has to critically look at the implementation of the various schemes already 
suggested in the present curriculum, and meant to orient a medical student to the 
realities of rural medicine. It is very obvious that these programs and opportunities 
have been reduced to farcical interludes in the busy schedule of the medical student. 
Thus, the isolated introduction of a rural posting without working at the overall medical 
education system seems irrational and driven by motives other than the enhancement 
of the education of the medical student. 

4.. Even in the proposed rural posting scheme the graduate will only spend 4 months at 
the PHC (in a village). The remaining time is to be spent in referral hospitals at the 
district and medical college level, which are all located in urban areas and not in the 
rural areas. 

5. The argument of the medicos is that this decision is largely populist, and seems an 
easy way of filling gaps in a decrepit public health system. If the scheme is implemented 
nationally an estimated 30,000 or more medicos will be posted compulsorily in 
various PHCs. The compulsorily posted doctors (who will be less experienced) can 
be used to cover the gaps. This is seen as merely another way of the state withdrawing 
from the provision of basic services to the community, and of replacing people on 
permanent salaries with those with contractual salaries. This is fraught with the 
possibility of forgoing permanently employed staff in the government PHCs. 

6. Moreover the real gaps of the specialist cadre at the referral levels, put at 62% in the 
report of the National Commission on Macro Economics and Health, is not being 
addressed. 

7. Another important issue that continues to go unaddressed is the reason why doctors 
don’t stay in the rural areas. While the increasing commercialization of the practice 
of medicine is not being contested, the question is of what the government is doing 
to improve the living and working conditions of the doctors. 


The struggle of ANMs (VHNs in Tamil Nadu) 


‘On the 9% of February the VHNs of Tamil Nadu held a congress under the banner - “Save the 
work of the VHN”. This was basically in response to a move by the government of Tamil 
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Nadu to post Staff nurses at the PHC and Sub-center levels, gradually replacing the VHNs 
with more “skilled” personnel, to prepare for the changing profile of diseases emerging in 
Tamil Nadu. 


The logic of the government is as follows: 


The VHNs as a cadre have been in service more than 20 to 25 years. There has been 
no chance for any career development. The VHNs have also reached a stage (in 
their family life for example) where staying in the village is becoming less and less 
attractive. The government officials point out that the “stayal” rate (proportion of 
VHNs staying at the sub-center) has been reducing. 

There has been an epidemiological shift, and increasingly people are accessing the 
health care services on their own (there were nearly 50,000 more deliveries in the 
public health system last year — a shift of about 7% away from the private system). 
The need of the hour is for more skilled and trained individuals at the village level — 
and the aim is not house to house delivery but 24hr service availability at every 
center within half hour of the house. 

Given the above arguments the government feels the gradual freezing of the VHNs 
and their long term replacement with staff nurses is in order. The nurses are presently 
appointed on a temporary basis but it is proposed that they will be given regular 
posts after three years based on vacancies. It is also proposed that there will be no 
direct posting into government service except through this route. 

At present the nurses will only be posted in sub-centers where the VHN is not staying, 
and the regular VHN will be asked to continue only her field work. 


The arguments presented by the VHNs in their detailed resolutions adopted in the conference 
were as follows: 


106 


The VHNs were a cadre that were created and provided with a specific training, and 
presently are a cadre with a great level of experience. 

This cadre enjoys the trust of the people, especially that of women. 

This cadre has been crucial to the successes claimed by the Tamil Nadu government 
in the field of health. 

This is a job where there have been no career opportunities, and the VHN is in the 
same position for nearly 25 years or more. 

ae of the Sub-centers in Tamil Nadu cater to a population that is more than 
Of the nearly 8000+ subcenters almost 2600 are in rented buildings — with the 
government providing merely Rs.250 pm for rent — this lead to having only small 
premises. 

Many of the sub-centers are in dilapidated conditions, some without even electricity. 
The houses the VHNs live in is many a time badly maintained and in need of repairs. 
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SS There is the perception of gender based discrimination based on comparative salaries 
job allotments, supervisors, punishments etc. ; 


In such a situation the move to post staff nurses (who are trained in hospitals) at the PHC and 
the sub-centers, and asking the VHNs to merely look after field work, and at the same time 
closing down the VHN training schools since the last two years leaves the whole cadre very 
confused. Those nurses who are given temporary contractual employment do not have the 


experience, nor the training relevant for the type of services they are intended to replace. 
Neither do they have rapport with the community. 


In this situation the VHNs demanded that: 


*, 
~ 


They be given a written assurance of their jobs and responsibilities. 

That they all be given a 6 month training, refresher and upgradation course. 
That the idea of phasing them out should be shelved. 

That Health Inspectors training be restarted and the posts be proactively filled. 


a 
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They also highlighted that in a few districts they were being forced to take women to the 
PHCs, and were forced to conduct deliveries in the PHC as well as do night duties in the 
PHC. This leads to an extra burden on the work of the VHNs, as well as their being unable to 
do the work they are supposed to do. 


The arguments made out by the VHNs of Tamil Nadu — probably the most articulate and 
organized of the women health department staff in the country - clearly identifies a trend in 
terms of replacing experienced and well established staff, with rapport with the community, 
with more professionalized staff, on a contractual appointment. The list of demands also 
clearly highlights some of the trends within the department itself that may be counter productive 
_ this includes the lack of adequate support for the VHNs in terms of permanent buildings, 
repairs and maintenance, perceived gender discrimination, forcing a system to perform 
without increasing the capacity of the system to do so etc. 


At a time in which the Gol has decided to post two ANMs per subcenter, this move by the 
Tamil Nadu government to phase out the ANMs (VHNs) is surprising. The assumption that 
the government is working on that the communicable diseases are not a major problem 
anymore, and that the people will anyway access the health services now as they know the 
benefit and therefore there is a need for more professionalized staff (as per the 
recommendations of the National Commission on Macroeconomics and Health) is 
questionable, based on the findings of recently completed work during the pilot project on 
community monitoring in the state. 


The government's claim that the VHN is ineffective in the present situation — needs to be seen 
from an overall systemic perspective (just like that applied to doctors, and why they don’t stay 
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in the rural areas). The same ills of the system that caused the ‘backbone’ of the are ! 
suddenly become superfluous will also definitely work on her replacement, the “skil ec sta 
nurse” too, unless the systemic issues are identified and set right. Thus, the mere posting ° 
more professional staff without setting right systemic problems seems irrational. Similarly the 
move towards more contractual appointments, and the non-transparent manner by which 
such decisions were made, are being construed as a reflection of the government bowing 
down to pressures from the larger macroeconomic forces and the international financial 
institutions, rather than supporting and upgrading its own staff and working with the 
communities in mind. 


INTRODUCTION OF PAY WARDS IN GOVERNMENT HOSPITALS 


Recently the GoTN announced the introduction of pay wards at the premier teaching hospital 
and tertiary center in Chennai — the Government General Hospital (GH). Not only was there 
an allotment of nearly 200 more beds for this facility, but also the appointment of contractual! 
staff to look after them. This comes at a time when people are still lying on the floor for want 
of beds; when in a department providing specialized surgeries there are only 16 beds allotted 
while there are forty patients on an average in the ward. This is also at a time when, according 
to the Tamil Nadu government Human Development Report, more than 40% people have to 
go into debt to access services (and especially inpatient services), and when the NSS surveys 
show that an increasing proportion of people are not accessing medical care simply because 
they cannot afford it. Studies on user-fees in Andhra Pradesh have clearly shown that 
introduction of a service with fee clearly discriminated against the poor. 


VILLAGE HEALTH AND SANITATION COMMITTEES AND UNTIED FUNDS 


According to the NRHM website the GoTN has established nearly 12,000+ village health 
and sanitation committees. According to the reports the untied funds have also been dispersed 
last year and this year. It has also been reported that joint accounts in the names of the VHNs 
and the Panchayat presidents have already been opened. However, in interactions at meetings 
in S districts all over Tamil Nadu, where we met representatives of panchayats, lay people, 
SHG members and others there was absolutely no awareness of the issue. No one was 
aware of the presence of these committees, nor about the untied fund and its potential use. 
While we did come across the fact that in many places these funds as well as the funds for the 
PHC have been put to very innovative and positive use (usually by central directives), there 
has been a total lack of transparency and accountability of the system to the people — which 
was the main objective of this program. This has led to the unfortunate situation where, 
despite the doctor doing very innovative things with the money, the people have not recognized 
the significance and thus their main objective is lost. 


If the government is serious about people’s participation and ownership of the health sector 
and about its accountability to the people the government should have definitely used this 
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opportunity to take the people and the panchayat system into confidence and make sure that 
over these two years their capacity to understand and use these funds was built up. The 


complete lack of such initiative could only reflect a lack of commitment to true community 
participation and ownership. 


This experience clearly brings out the ambiguity of the state towards the process of 
‘communitization’, one of the five core principles of NRHM. While the argument of capacity 
of the community clearly holds water, one fails to see what steps the government has taken to 
build up this capacity. 


RKS GUIDELINES 


The Tamil Nadu health department has also making truly progressive and far reaching 
decisions. Some of the more significant of these include: 


Q  Inaseries of government orders in the end of 2006 the Health department constituted 
Patient Welfare Societies (Rogi Kalyan Samitis). While the initial GO was along the 
“typical” RKS model, within 2 months a series of amendments were introduced, 
which banned the collection of user fees, disallowed the outsourcing of diagnostic 
and ambulatory services, allowed only donations to be accepted, prohibited the 
leasing out of vacant land for commercial purposes, and does not allow for industry 
/ corporate representatives in the RKS. 

Q Thegovernment also reversed the temporary nature of appointments of nearly 3000 
staff appointed under the outsourcing of posts to the private sector. This was made 
due to irregularities in the way the private firms treated the workers. The Health 
department is now in the process of regularizing these appointees. 

Q The government continues to provide a large reservation of seats in the post- 
graduation for those who have completed at least 3 years in government service. 

Q The government has introduced innovative schemes like showing the Antenatal 
mothers around the PHC providing them lunch served by the staff etc. to familiarize 
them with the set up where they will have the delivery etc. 

Q The Untied funds have been used for providing solar water heaters, reverse osmosis 
plants for drinking water, gardens, waiting areas etc. though there was little involvement 
of the community or transparent processes in the decision making regards the 
utilization of these funds. 


While the Tamil Nadu Department of Health has indeed introduced numerous progressive 
steps, the GoTN continues its policies of encouraging SEZs, unregulated industrialization, all 
accompanied by environmental damage; as well as other counter-productive agendas, which 
directly and indirectly affect the health of the people. These may well in the long run wipe out 
the advantages accruing from these progressive policies. 
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CONCLUSION 


In this paper we have seen that the unfolding of the NRHM has been mixed in Tamil Nadu. 
The NRHM has certainly given the health system a great energy. In the words of a PHC 
medical officer, “the availability of the untied funds has converted me from a paper and pen 
wielding doctor (the doctor had to refer all patients out) into one who actually does some 
thing, because now there are so many more drugs and instruments available through these 
funds.” However, on the front of communitization and accountability, two aspects which are 
expected to make the process sustainable and equitable, the government is lacking. Another 
important point is that the NRHM needs to be seen in the context of other forces both within 
and outside the health system. 


Within the system itself in Tamil Nadu one sees the forces of privatization creeping in with the 
introduction of puy wards in the General Hospital while at the same time one sees the 
remarkable GO banning user fees. On the one hand one sees moves afoot to gradually 
replace the VHN with staff nurses, while on the other hand you see the attempts are 
regularization of contract workers appointed by outsourcing. On the one hand, one sees a 
large gap in the processes of communitization, while on the other, the untied funds being put 
to good use, and really enlivening the public health system. 


While the health department itself may characterize itself to be “anti-privatization” in the 
words of one senior bureaucrat, the government is pursuing actively the policy of SEZs and 
rampant industrialization, which are well known to adversely effect the life, livelihoods and 
health of hundreds of thousands of poor people. 


It is also important to point out that the people’s movements including the People’s Health 
Movement / Jan Swasthya Abhiyan, need to be extra alert that while engaging with the state 
one should not miss these subtle and often silent retrogressive occurrences, which are pushed 
through in great secrecy and lack transparency, as well as the anti-people macro stances 
taken by the government. The movement needs to see the NRHM and its implementation not 
merely as a policy to improve the health of the people, but as part of the overall policy of 
development of a government committed to the agenda of liberalization, privatization and 
corporate led globalization. 


Dr. Rakhal Gaitonde 
Community Health Cell 
& Secretariat, Makkal Nalavazhvu lyakkam 
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ANNEXURE 4 


owards a System for Universal Access to Healthcare! 


Given the large scale of healthcare resources in the country, a reorganised system for 
Universal access, ensuring good quality, appropriate healthcare for all could be a concrete 
possibility in the near future. However, this would require large scale changes in the way that 
healthcare in the country is organised. Keeping the interests of the general public paramount, 
powertul vested interests would have to be curbed, regulated and made accountable. Along 
with raising public finances for health, significant redistribution of healthcare resources based 
on equity considerations would be necessary. A paradigm shift would be required, with 
emphasis on rational, appropriate care for all based on integration of systems instead of 
expensive, often irrational care based on high-tech ‘medical consumerism’ for the few. Planning 
and control must shift from unaccountable international agencies and minimally 
unaccountable Ministries to the common people, their organisations, and their locally elected 
representatives in villages and urban areas. Besides the problems related to overall approach 
and policy, the unacceptable gap between positive elements of policy and their often dismal 
implementation would need to be addressed through a system of regular community based 
monitoring, rights and accountability mechanisms at all levels. The comprehensive 
transformation required in the healthcare system is a very large issue, which would be covered . 
in a separate, detailed ‘People’s Health Plan’ to be developed by JSA. However, in brief it is 
suggested that our programme for change could include some of the following measures - 


Improving and Reorganising Financing of Public Health, Equitable Public Health 
Financing 


Q There is a need for a qualitative increase in resources for public health to the level 
of 3% of GDP in the short term, moving to 5% of the GDP in medium term. These 
raised public finances for the public health system could be raised through general 
taxation along with various forms of special taxation and cesses for health security. 
In addition, ending subsidisation of the private medical sector and effectively taxing 
this sector, especially its upper end; a special health security cess on all financial 
transactions including international transactions above a certain level; and preferential 
taxation of industries with negative health impacts are some other measures that 
could be adopted. 

ee SRR ee ee ae 
' Concluding section of JSA booklet-2 for National Health Assembly-II, ‘Health system in India: Crisis 
and Alternatives’ 
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Q Corporations and employers in both organised and unorganised sectors could be 
required to contribute to the general health system. We need to consider moving 
towards a system of publicly organised, large-scale social security, covering the 
entire organised and unorganised working class, which could rope in all employers 

to substantially contribute to the public health system (see below). . 


Q All donors funding (including that from UN agencies, bilateral donors, the World 
Bank and other international donors, global health initiatives) must be reviewed and 
managed within a sector-wide approach. This would mean that all contributions 
would be evaluated in the framework of the Indian public health decision making 
process and priorities, would be required to contribute to strengthening the overall 
public healthcare system, would be completely de-linked from programme specific 
prescriptions or the pressure to show results in specific programmes. Any donors not 
willing to operate in such a coherent framework would need to be politely shown the 
dor. The participation and commitment of all external actors to a sector-wide 
approach, including ‘overall health system goals’ would need to be regularly 
monitored by the public health system and the people’s health movement. 


Q Public ‘health financing needs to be subjected to the equity principles of ‘equal 
resources for equal need’ and ‘greater resources for greater need’. With this approach, 
we could work out a system of block budgeting wherein a general citizen in either 
urban or rural areas, whether in developed or less developed states, anywhere in 
the country would receive the same baseline level of public health resources, 
eliminating existing inequities in public health resource allocation. Added to this, 
there would need to be recognition of special needs (as for women, children, adivasis 
and other groups), which would merit additional resources being allocated for various 
services catering to these groups. Further, an assessment may be made of financial 
capacities and historical levels of development of various states in order to decide 
on additional resources required by states such as EAG states. However, the overall 
principle of equitable block budgeting would allow every citizen and every Panchayat 
representative to know, for example, what is the public support being given per 
person, per PHC, for each block in their district and in their state, along with the 


rationale, enabling everyone to monitor equitable distribution of public health 
resources. 


Q National health accounts would need to be regularly produced, to describe the way 
in which healthcare is being financed, as well as the pattern of healthcare expenditure, 
including measurements of the per capita expenditure inequities between geographic 
areas, between urban and rural areas, between socio-economic groups, and between 
secondary / tertiary hospitals and primary health services. 


Sessions seuss. 
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Public Health System Strengthening and Reorganisation 


The overall objective would be moving in a time-bound manner towards a system for 


Universal access to good quality, appropriate healthcare under the ambit of the Public health 
system. This would include the following aspects: 


° 


A radical break from existing top-down verticals and fragmented health programmes; 
instead horizontal integration and community orientation at all levels. Qualitative 
strengthening of the general health system at all levels would need to be accompanied 
by systems for financial and operational devolution with control and decentralised 
health planning by Panchayats and communities, in conjunction . ith the District Health 
System model which could provide an organisational framework for a comprehensive 
health systems development agenda. At least 40% of the entire resources for the 
health sector could be allocated to Panchayats or equivalent local representative 
bodies; such concrete decentralisation of resources needs to be implemented in a 
phased manner to make decentralised planning a reality. Combined with capacity 
building, this can create a framework for health plans and programmes to be developed 
based on the needs and characteristics of local communities; it can decentralise 
management authority and capacity, facilitate community involvement in health and 
provide a platform for the integration of policies and programmes emanating from 
the Union and State Health Ministries. Such a framework could form the basis for 
community oriented resource-allocation decisions and could promote integration 
between hospitals, clinics and community-based healthcare. . 

Some specific issues which could be addressed in such a framework would include 
district level identification of local morbidity patterns, tracing of local disease 
transmission patterns (in a socio-ecological framework) and locally charting 
antimicrobial sensitivity of pathogens responsible for common illnesses. Such steps 
would enable locally appropriate priority setting and disease control strategies. Another 
measure which needs to be considered is decentralised surveillance, enabling health 
personnel from the community health worker and ANM /MPW upwards to detect 
outbreaks at the earliest stages using simple cut-off points and appropriate 
epidemiological tools. 

Guarantee of essential drugs based on programmes for efficient procurement, 
distribution and rational use: the aim should be to guarantee assured availability of 
all essential drugs in every public health facility of the country within one year. The 
Tamil Nadu experience of efficient procurement and distribution could be rapidly 
adapted and generalised in all states, and along with adequate drug budgets this 
could lead to universal assured availability of drugs at all levels of the public health 
system. This would tremendously boost people’s confidence in the public health system. 
Along with this, ensuring rational drug use at all levels would greatly reduce unnecessary 
expenditure and would significantly improve the quality of care. ( see below) 
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¢ First contact care must be de-medicalised and made universally available through a 
system of universalisation of Community Health Workers. Moving beyond the serious 
design limitations of the current ASHA programme, a Community health worker in 
every hamlet, every village and every urban settlement could be made available through 

a decentralised and locally adapted capacity building process. 


A framework of rights, community control and accountability 


¢ Based on services and facilities which must be delivered as entitlements at various 
levels, Healthcare would need to be made a right of every citizen. This could be done 
by means of Public health acts at National and State levels. This would need to be 
accompanied by reorientation of the Public health system with strong systems of 
accountability and health rights at multiple levels. 

¢ As mentioned above, the healthcare system would need to place communities at the 
centre of their planning and monitoring activities. Aside from developing community 
based structures and forums such as community health monitoring and planning 
bodies at all levels, there needs to be display and dissemination of information about 
the rights of service users through all public health facilities. 

¢ User fees whether already in existence in several states, or being introduced under 
NRHM are an unjustifiable barrier to accessing healthcare. There is ample evidence 
that the exemption mechanisms for ‘Below Poverty Line’ patients do not work 
satisfactorily, and hence user fees contribute to denial of healthcare for a large 
proportion of patients. Hence user fees must be abolished immediately at all levels in 
the public health system. As it is user fees contribute only a small proportion of public 
health budgets, and with increased overall revenues for public health, as mentioned 
above, they would become entirely irrelevant even as a source of revenue. 


Comprehensive Human Power Plan for the Health Sector 


¢ The first element of such a plan would be a clear demarcation of the number and 
skills mix of the health workforce required to provide essential healthcare (including 
important non-clinical personnel) with a focus on primary healthcare and under- 
served areas. 

¢ This should be accompanied by a medium term investment plan particularly in 
schools of nursing, paramedic training, public health and other disciplines to attain 
the medium and long term production targets for the desired number and skills mix 
of the health workforce. This would address the requirement for creation of a much 
larger pool of paramedical functionaries and basic doctors, in place of the present 
trend emphasising production of personnel trained in medical super-specialties. 
Major portions of medical and health personnel training should be imparted in 
peripheral healthcare institutions. 


SEE ae 
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No more new medical colleges should be opened in the private sector. All orivate 
medical colleges charging fees higher than state colleges or taking any torm of 
donations must be closed down. At least one year of compulsory rural posting for 
undergraduate (medical, nursing and paramedical) education may be made 
mandatory, without which license to practice may not be issued. Similarly, three 
years of rural posting after post graduation could be made compulsory. 

The wage structure for public sector health workers, especially for those working at 
the peripheral levels should be reviewed. Extra support and incentives for health 
workers in isolated and difficult circumstances may also be required. 

Along with this, adequate non-financial, professional incentives should be 
developed at all levels, with opportunities for ongoing training and exposure. Good 
performance should be rewarded based on public feedback, coupled with 
implementation of transparent and non-discriminatory service rules and codes of 
conduct, and public accountability mechanisms at different levels of the Public health 
system. 


Transform and Integrate Disease Control Programmes 


Specific major health problems, both communicable diseases such as Malaria, TB 
and HIV-AIDS, and non-communicable health issues such as mental health would 
need to be addressed through modified programmes closely integrated with a robust 
comprehensive health system. These programmes integrated with the comprehensive 
system could subsume and replace the current selective, vertical programmes. 
Concerning communicable disease control, the emphasis would need to be on social- 
ecological methods appropriate to various diseases and situations, with involvement 
of communities in planning and implementation, which are presently major gaps. 
Intersectoral strategies related to drinking water, improvement of habitation and local 
environment linked with vector control, appropriate sanitation and nutrition would 
need to be given top priority. 

Programme-specific issues relating to each disease programme would need to be 
reviewed and addressed as exemplified above relating to Malaria, TB, HIV-AIDS and 
Leprosy. 

Certain features of immunisation programmes such as the Polio eradication initiative, 
Universal Hepatitis-B immunisation and the current system of restricting use of 
intradermal rabies vaccination in public health facilities need to be thoroughly critically 
reviewed and decisions need to be taken in keeping with epidemiological and public 
health considerations. (these have been covered in detail in a separate JSA booklet) 
All international sources of financing of selective health initiatives, including HIV- 
AIDS related funding, would be restructured in a sector-wide approach, would be 
required to allocate a substantial proportion (say one-third to half) of their funds to 
finance the core infrastructure for a functional public healthcare system. Rather than 
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multiple strands of health funding attached to multiple disease-based or selective 
interventions, there could be a single fund for comprehensive health systems financing 
which would then form the platform for disease-specific interventions. 

¢ Health system design should ensure that key dimensions such as the supply and 
distribution system of medicines and laboratory services should never be duplicated, 
nor should parallel systems exist for different diseases or programmes. 


Universal Healthcare Coverage for Unorganised Sector Workers 

Unorganised sector workers, estimated to constitute nearly 37 crore workers in India, do not 
have any assured healthcare coverage. On the other hand, the Employees State Insurance 
(ES!) system for organised sector workers is becoming increasingly dysfunctional due to a 
variety of reasons, leading to large-scale stagnation and under-utilisation of Healthcare 
assets such as ES! hospitals. This is a scenario where we need to consider coverage of all 
unorganised sector workers by a National social security scheme incorporating a reorganised, 
rejuvenated and expanded ESI combined with involvement of the general public health system 
and some regulated private services where necessary. This could lead to coverage of all 
unorganised (and organised) sector workers by an effective form of healthcare coverage, 
could bring in unorganised sector employers to contribute to their workers health, and could 
lead to reorganisation and effective utilisation of ES! along with some increased utilisation 
and resources for the public health system. This proposal of course needs to be worked out 
in much more detail, but the idea should be not to leave healthcare coverage of unorganised 
sector workers to commercial insurance companies and private providers, but rather to use 
this opportunity to reorganise and strengthen ESI and the public health system. 


Meeting the Specific Healthcare Requirements of Various Groups with Special Needs 
The outstanding special health needs of various sections of the population including women, 
children, industrial and unorganised sector workers, Dalits, Adivasis, persons with mental 
health problems, persons with HIV-AIDS, elderly persons, differently abled persons would 
need to be met through sets of measures worked out and implemented with participation of 
groups of these beneficiaries, sensitively delivered by the general health system. Such specific 
measures are being dealt with in separate JSA booklets, dealing with particular groups having 
special health needs. 


Effective Private Sector Regulation, Including Minimum Standards, Standard Management 
Protocols, Patients Rights, Ceiling on Fees and Licensing Based on Need 


Despite some rhetoric, nothing substantial has been done so far on this important front. 
Urgent steps need to be taken to enact legislation and institutionalise minimum standards 
standard management protocols and patients rights in the private medical sector. Similarly, 
given the wide variation and often unaffordable fees charged, it may be considered whether 
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a ceiling on the basic fee for all essential health services (such as normal delivery, cesarean 
section) could be considered. (As a precedent of developing standard costs, Bleapily CGHS 
reimbursement rates for services from private medical facilities have been worked out nationally 
and we have a parallel precedent in form of the Drug price control order, which mandates a 
definite ceiling on the price of essential drugs.) Further, given the over-concentration of 
private facilities in large cities, the procedures for licensing of new hospitals and diagnostic 
centres should incorporate an assessment of need. A positive side impact of such licensing 
regulation would be to regulate the unchecked proliferation of ultrasound centres used for 
sex determination. The overall intention should be to curb irrational proliferation of the private 
medical sector and bring it in line with public health goals. 


Standard Protocols for the Entire Medical Profession 

There is an urgent need to eliminate widespread irrational medical practices including 
unnecessary medications and procedures, which would considerably cut down costs in the 
health system. This should be done for the entire medical profession, both in private and 
public sector, through standard treatment protocols and management guidelines whose 
adherence could be monitored by prescription audit and other means. These guidelines 
would specify indications for various investigations, surgeries and procedures. Various low- 
cost yet effective, innovative healthcare methods and techniques developed in the voluntary 
sector also need to be encouraged and generalised by the public health system. 


Promotion of Alternative Systems and Integration of Various Systems of Medicine 

The important resource of traditional and alternative healing systems needs to be encouraged, 
reasonable standards need to be introduced and it should be integrated with the modern 
medical system. This would entail enhanced public system support to AYUSH systems with 
appointment of practitioners, both at primary level and in form of specialised clinics, at 
various levels in the Public health system. This would maintain plurality of systems and would 
offer choice of providers to patients. At the same time, regulation of traditional practitioners 
should be developed within the framework of each system, based on reasonable standards. 
Research related to optimal effectiveness of various therapeutic measures with involvement 
of practitioners of the respective systems, and research related to integration of systems 
needs to be encouraged. 


Regulation and Rationalisation of the Drug Industry 

To help ensure universal availability of essential drugs, there is a need for a much more 
regulated and rationalised drug industry. This would require inclusion of all essential drugs 
under effective price control, elimination of irrational and unnecessary formulations and 
combinations, ending unethical promotion by the drug industry and their unhealthy influence 
on prescribing by doctors and various other measures. (Covered in detail in a separate JSA 


booklet) 
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Based on a spectrum of such measures, OS 4 further step, along with a greatly strengt ene 

and reoriented public health system, regulated and rationalised elements in the Private medical 
sector could be progressively brought under control of the Public health umbrella to harness 
their medical expertise to operationalise a system which would ensure universal availability 
of rational, quality healthcare. This system should ensure free services for all (without any 
targeting or user fees), and would need to be fnanced from the general taxation system 
along with perhaps social insurance with contributions from employers and better off sections 
of the population. We could look at the British (NHS) and Canadian (Universal social health 
insurance) models among the systems from which elements could be adapted for the Indian 


situation. 


While this spectrum of changes that are required may appear daunting and even 
somewhat ‘utopian’, there are many things that health activists can start doing here and now 
to move towards such an improved and accountable health system - 


*  Persistently demanding quality health services from the public health system, including 
the health services that are now being guaranteed under NRHM. Documenting availability 
of health services at the village level through tools such as Village Calendars and Village 
Health Registers. Arranging dialogues between public health officials and health activists, 
carrying out social audit of these services and organizing periodic Jan Sunwais’ may be 
some of the methods that could be used. 


* Documenting instances of denial of healthcare at various levels of the public health 
system and demanding that justice be done in these cases, along with taking steps to 
prevent further such denial. 


* Developing systems for regular community monitoring and planning of public health 
services, both through committees now mandated in the NRHM framework and as 
independent people’s initiatives. 


* ‘Watching’ the implementation of NRHM by collecting information and publicizing it - 
both to demand implementation of health service guarantees and accountability 
mechanisms, and to critique and resist negative tendencies such as certain forms of 
public-private partnership. 


* Auditing the availability of essential drugs in public health facilities such as PHCs and 


thi and demanding that all essential drugs must be available to all patients requiring 
them. 


Demanding abolition of user fees in public health facilities, documenting the exclusions 
that take place due to ‘BPL-APU targeting, analysing the functioning of ‘Rogi Kalyan 
Samitis’ or similar bodies to check steps towards semi-privatisation of public health 
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facilities, and opposing privatisation of public health facilities. 

¢ Proposing ‘People’s Health Plans’ at all levels - from village to national - to push genuine 
community priorities, alternative suggestions for service delivery, low-cost and integrated 


methods of healthcare, and organisational changes in a pro-people direction, especially 
keeping in mind various sections of the people with special health needs. 


* Documenting exploitative practices by the private medical sector and raising the issue of 
Patient's rights - including the right to information, to rational medical care, to emergency 
care irrespective of ability to pay, to informed consent, to all patient records, to display 
of all rates, to second opinion etc. Organising public functions and dialogues on the 
issue of regulation of the private medical sector and patients rights. Documenting the 
level of fulfillment by Trust hospitals and private hospitals availing of public subsidies, of 
their obligations to treat poor patients, and demanding independent systems to monitor 
and ensure that these obligations are effectively fulfilled. 


¢ Generating public awareness about widespread irrational practices, especially in the 
private medical sector. Publicizing the need for people to avoid these and for doctors 
practices to be subject to professional and social regulation with the help of guidelines, 
so that unnecessary and irrational investigations, treatments and operations are prevented. 


¢ Involving a range of social organisations such as women’s groups, trade unions, citizens 
and consumer organisations, youth groups, students’ organisations, self-help groups, 
people’s organisations and NGOs in the above mentioned activities, sensitizing them 
about the agenda of the Health movement and making them active participants in the 
process. 


¢ Developing people-based initiatives for improved healthcare such as community health 
worker programmes (attempting to utilise resources from the public health system), 
appropriate use of traditional healing systems and low-cost, appropriate models of 
healthcare delivery. 


¢ Analysing and critiquing Health policy issues at the state level, including state health 
budgets, availability of infrastructure and human power in public health facilities, drug 
procurement and distribution mechanisms, state-specific health programmes, repressive 
aspects of population control measures, and legislation regarding the private medical 
sector. In the form of a Health movement coalition, all these issues could be discussed in 
public functions involving social organisations and decision makers. 


¢ Analysing and critiquing policies in the state regarding medical education and private 
medical colleges, demanding that no new private medical colleges based on ‘capitation 
or ‘donation’ be opened. Proposing a comprehensive health human power policy for 
the state taking into account the need for increased number of nurses; paramedical 
personnel and public health professionals. 
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makers from Panchayat members, Zilla Parishad members 
d MPs about key health issues requiring policy change, 
oved implementation. Convincing them that Public 


* — Sensitising political decision 
and corporators to MLAs an 
programmatic modification or impr 
Health is an important political issue. 


* Developing and strengthening linkages with movements in other social sectors such as 
education, food security, water, housing and workers’ social security. Giving health related 
inputs to these allied movements, such as strengthening the justification for food security 


by demonstrating the negative health impacts of malnutrition. 


To achieve the required spectrum of changes of course demands a much wider social pro- 
cess. A powerful people's movement on health issues is needed, to enable people to more 
actively claim their health rights and to push for changes in the health sector. We need to 
work for reorganisation of the health system as part of a larger movement for reorganisation 
of society, which ensures that needs of people are given priority over profits. A reorganised, 
strengthened and accountable healthcare system in conjunction with improved access to the 
entire spectrum of health determinants - food, water, sanitation, education, housing, envi- 
ronmental and working conditions - could lead to an India where everyone enjoys their Right 
to health, and we are able to achieve the dream of Health for all. 
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rents Cowon “Health ‘ieaieteaan this goal 
ibsequently marginalized in health policy discussions, 
nas the year 2000 approached it was quietly being forgtten 
Governments around the world. In December 2000 1493 
ives from 93 countries came together for the 

: Assembly at Dhaka, Bangladesh. The objective 

was to give acall to renew the pledge of Health for All 


A National incalth assembly, st Kolkata feeeued this global 
event, where the major goals of the Indian People's Health 
Movement were declared. It adopted a 20-point charter known 
as the Indian People’s Health Charter, outlining a critical 
analysis of the Indian health scenario in the context of 
globalization. The national networks and organizations that 
had come together to organize the National Health Assembly 
decided to continue and develop this movement in the form of 


Jan Swasthya Abhiyan presently is a coalition of people's 
organizations, civil society organizations, NGOs, social 
activists, health professionals, academics and researchers, 
working towards the goal of ‘Health For All’. 
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